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Elderly Neurotics 


EDMUND BERGLER, M.D. 
New York, New York 


Neurosis is a progressive, not a self-limiting 
disease. Ample proof of this statement is the 
simple observation that untreated neuroses 
deteriorate as time passes. Symptoms and 
signs may be exchanged but the sum total 
increases. 

‘The question is raised: Why — neuroses 
progress? There are two interrelated reasons: 
First, is the fact that unconscious wishes, 
previously satisfied in symbolic innuendos, 
want more substantial realization. Second, 
the inner conscience increases its lust for 
punishment. The whole neurotic. structure is 
based on appeasing and buying off the inner 
conscience with depression, unhappiness and 
suffering. Every neurosis is based on deep 
self-damaging tendencies. The neurotic may 
be compared to the man who offers a thous- 
and dollars for a 65 cent moving picture 
admission ticket. An outsider would consider 
that man either “crazy” or drunk, or, if he 
cares to attribute to him rational motives 
at all, will think that something in the pic- 
ture attracts him “magically,” so that the 
money spent corresponds to the pleasure he 
expects. The amount of conscious unhappi- 
ness which every neurosis produces, is so 
over-dimensional that the neurotic “deal” is 
impossible without the presence of that self- 
damaging tendency. Since every neurosis re- 
presents, as Freud proved 50 years ago, a 
compromise between unconscious repressed 
wishes and unconscious repressed inhibitions, 
the infantile pleasure must be out of pro- 
portion. Neurotics are not fools, in the pop- 
ular meaning of the word. They do, however, 
pay a ridiculous price for the camouflaged 
“pleasures” imbedded in their particular neu- 


rosis. But the pleasure is real enough for 
them, of course, only in unconscious reality. 

Both partes constituentes want to get more 
out of the “deal”. The unconscious wish de- 
sires materialization, in a panic of “Time 
runs short,” the unconscious part of con- 
science seeks more punishment. I have, how- 
ever, the impression that at that late stage 
of the game, the inner conscience is the 
real malefactor. While we may have little 
respect for the policeman:.who allows him- 
self to be bribed for years, the officer him- 
self, on the other hand, becomes more de- 
manding. He has to assert himself. His 
“trick” is to lure the victim into an “im- 
possible situation” and then to increase his 
demands. That explains why the forties and 
fifties are so frequently the neurotic danger 
spot. 

Other facts also point in the direction of 
increased power of inner conscience: the 
very fallacy on which every neurosis rests, 
is too often confronted with reality and “de- 
bunked”’. Every collapse of that fallacy is 
used by the inner conscience “to increase 
the rent’. Assuming that the basic fallacy 
of a specific neurotic consists of the fantasy 
that not he is a glutton for punishment, but 
the “bad” mother or father treated the child 
“padly”. The neurotic repetitiveness will re- 
sult in reincarnation of the same situation 
in marriage and social-professional life. Such 
a neurotic will marry a shrew, be mistreated 
by her, his friends will take advantage of 
him, his competitors get the better of him. 
The masochistic neurotic will see to it that 
the proper people for that purpose are chosen. 
Consciously, of course, he will consider him- 
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self the innocent victim. He will not fool 
his inner conscience, though. The “hell with- 
in,’ to use a Milton phrase, will ironically 
point out that he himself, the alleged victim, 
is the manufacturer of his own defeats. To 
counteract that inner voice, the next “mis- 
take” must be greater and the resultant 
“injustice” increased. Thus a veritable race 
is instituted with increasing stakes. 

Maintaining the “basic fallacy,’ becomes 
an indispensable prerequisite to the contin- 
uation of the neurosis. Since the inner con- 
science objects more and more, the alibi be- 
fore one’s Own reasoning power must be 
stronger. This leads to greater external 
troubles. How else can the neurotic convince 
himself that the outer world is cruel? Only 
by unconsciously provoking a greater injus- 
tice. The increased difficulties encountered 
by the aging neurotic in the pursuit of his 
specific brand of unhappiness, produce a 
strange mechanism, that of pseudo-naiveté. 
The neurotic can fool himself about his mo- 
tives less and less. Therefore, he must pro- 
duce before himself a new mirage. That 
mirage of expected success is counteracted 
by the “voice of experience”. It is the skep- 
ticism of the experience which warns even 
a neurotic. To silence that objection, a greater 
amount of self-deception is discharged. That 
naiveté is pseudo-naiveté, because the obv- 
ious facts are overlooked. “Experience,” said 
Oscar Wilde, “is the name everybody gives 
to his mistakes”. That additional deterrent 
must be overcome—and the technique is— 
pseudo-naiveté. 

This explains why: the “mistakes” com- 
mitted by the elderly neurotic are more irra- 
tional than identical “mistakes” made twenty 
years earlier. The outer world sees in this 
only precocious senility. But it is nothing of 
the kind; the poor neurotic has simply great- 
er inner obstacles to overcome. 

Interestingly enough, when the neurotic 
tries escape into a “narcissistic retreat,” his 
inner conscience objects. The last escapade, 
representing once more a neurotic repetition, 
leaves the aging neurotic a little more de- 
spondent.2 The thwarted neurotic tries to 
retire from disappointing objects and for a 
short time he appears to learn from past ex- 
perience. Unpleasant encounters with friends 
contribute to that retreat: “I want only ac- 
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quaintances”.* But here again the Power of 
the inner conscience obstructs that way out. 
The narcissistic retreat is paid for with inner 
guilt. The inner conscience favors Object. 
relations. From early youth, education, and 
later, inner conscience, have objected to con- 
centration on one’s self, which is identifieg 
with selfishness, and in a deeper layer, with 
infantile masturbation. That old prohibitive 
pattern is inwardly mobilized and used t 
push the disillusioned neurotic once more 
into object-relationship. His buen retiro, paid 
for with pessimism and a “nobody-loves-me” 
attitude, becomes untenable. Then if the neu- 
rotic resumes the old patterns of neurotic 
repetitiveness, the inner conscience Clamps 
down once more. Which all goes to show 
that one cannot “do business” with the inne 
conscience. 

A merciful fate helps in the end; the elderly 
neurotic acquires some organic disease. 4 
clever psychiatrist once stated: “Punishment 
is one of life’s natural therapies”. That pun- 
ishment in form of organic disease absorbs, 
especially if sugar coated with a good dose 
of hypochondria and _ ‘self-reproach over 
missed opportunities, so much of the nev- 
rotic’s need for punishment that even the 
elderly neurotic sometimes makes a resigned 
and rather calm impression. People even 
wonder about his stoicism. 


Conclusions 


Neurosis being a progressive disease, the 
old repressed infantile wishes ask for more 
substantial satisfaction, the inner conscience 
reclaims more punishment. Different tech- 
niques are described, showing how the inner 
conscience lures the aging Ego into more 
dangerous escapades. The natural solution is 
in the end an independently arising organic 
disease which saturates the neurotic wish for 
punishment. From the cradle to the grave, 
the neurotic is an insatiable glutton for 
punishment. 

251 Central Park West. 
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‘ Pharmaco-Dynamic Treatment of 

ne Psychoneuroses" 

a (A Preliminary Report) 

L. J. MEDUNA, MLD. | 
ith Chicago, Illinois 

ive 


to} While re-investigating the claims of Loe- able in tanks, ready-mixed. A reducing valve 
yenhart, Lorenz, and Waters! regarding the and inhalation mask with a central valve 
aid } effects of different mixtures of CO, on psy- are used. Patient is placed in a reclining 
e” | chotic patients, I was led by certain observa- position on a comfortably padded treatment 
u- | tions to the following hypothesis: table during administration of the gas. One 
tic The beneficial effects of convulsive treat- nurse is necessary to handle the patient dur- 
ps | ments depend on the agent used only as far ing the treatment. ; 

wf as the particular agent (chemical or elec- It is advisable to start with 20% CO, and 
er { trical) produces convulsions of the grand mal not to give more than 18 to 20 respirations 
type, that is, cortical in origin. Epileptogenic at the first treatment. The patient is usually 
ly} agents producing motor but not cortical dis- able to remember 8 to 16 respirations. If the 
All charges seem to have no curative effect on patient does not lose consciousness with 20 
nt} psychotic conditions. A probable explanation respirations, an increase of 3 to 5 respirations 
n-f for this would be that mental disorders should be made on the next day. If a further 


sf (schizophrenias, schizophreniform states, me- 
sei jancholias, etc.) are disturbances of cortical 
eri functions, i.e. higher associative functions. 
1-§ Unlike psychoses, psychoneuroses may be 
lef conceived of as disturbances of lower struc- 
df tures of the brain which upset or distort 
Nf the emotional values of concepts. Consequent- 
ly, if a method could be evolved which would 
affect mainly the lower structures of the 
brain, a profound alteration of the pathologic 
symptom in psychoneurotics might be ach- 
ieved. 

Accordingly, a method of treatment of psy- 
choneuroses by gas inhalation has been 
.{ worked out that has the unique feature of 
a direct attack upon some neurotic symptoms 
_| in spite of a intentional omission of any so- 
called psychotherapy. Thus, recovery depends 
only on the effect of the gas upon the brain 
tissue of the patient. 


The Procedure 


Two mixtures are used for the inhalation, 
one of 20% CO, and 80% O,; the other, 30% 
CO, and 70% O,. These mixtures are obtain- 


*From the Department of Psychiatry, University 
of Illinois College of Medicine, Illinois Neuro- 
psychiatric Institute, Chicago, Illinois. This in- 
vestigation has been aided by grants from the 
Josiah Macy, Jr. Foundation and the Rocke- 
feller Foundation. 


increase is indicated, a change to 30% CO, 
can be made. 


Preparation of the Patient 


The patient is told that his disease or 
troubles are considered to be nervous in na- 
ture, for which he will be subjected to an 
inhalation treatment. He is told that the gas 
to be inhaled will produce a particular kind 
of anaesthesia, during which he may experi- 
ence unusual dreams, emotions or thoughts. 
These experiences may or may not be im- 
portant but he is encouraged to tell any he 
remembers on awakening. Timid patients may 
have to be reassured as to the safety of the 
treatment. 

In order to minimize the suggestive element 
in the treatment, the patient is told that 
one cannot know in advance whether the 
treatment will help -him. 


Physiological Reactions 


The physiological reactions follow a defi- 

nite pattern in the following order: 

1. Subcortical excitation. 

2. Cortical inhibition. 

3. Psychomotor and psychosensory excita- 
tion possibly by the stimulated subcor- 
tical structures. 

4. Extra-pyramidal and other motor phe- 
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nomena and subcortial epileptiform at- 
tack. 

The signs of subcortical stimulations appear 
after the first or second respiration and can 
be observed by an increase in the respiratory 
rate, heart rate and blood pressure. The 
pupils and facial blood vessels dilate; perspi- 
ration appear, first sticky, viscous, then liquid. 
This first phase usually lasts 6 to 12 respi- 
rations. 

The second phase is a state of narcosis in 
which the patient loses contact with the 
environment. Slow 3 to 4 per second high 
voltage cortical activity appears (Dr. Frederic 
Gibbs). This phase lasts from 6 to 20 or 30 
respirations and may slide over to the third 
phase. 

The manifestations during the third phase 
depend on the patient’s disease and on his 
personality and are mainly composed of emo- 


tional discharges. These manifestations ap- - 


pear after 20 to 40 respirations. 

The phase of the extra-pyramidal stim- 
ulation sometimes appears as early as the 
twentieth respiration, that is, during the third 
phase. As a rule, the extra-pyramidal symp- 
toms appear around or beyond the thirtieth 
respiration. The first signs are slight tremor, 
tetanoid spasms of the hands and later in 
the face or trunk, athetoid movements, ball- 
ism; rigidity first in the flexor, later in the 
extensor muscles, then the Babinsky signs 
or continuous Babinsky position of the big 
toes appear. By further continuation of the 


respiration of CO,, one may produce signs of | 


decerebrate rigidity and—upon resuming the 
respiration of room air—epileptiform attacks. 
These differ from the cortical convulsions of 
the metrazol and electric shock treatments 
and are of limited therapeutic use. 

It can be said that the patients are free 
from any danger of tongue biting, fracture 
or dislocation; they do not urinate or defe- 
cate. Epileptiform discharge will not appear 
below 60 to 100 respirations of the 30% CO,, 
or about 16 to 22 respirations of 100% Co.,,. 
I must warn, however, against the heedless 
use of 100% CO, on account of its effect 
upon the heart. In connection with the use 
of 30% CO,, the work of Ephraim Roseman, 
et al., in this laboratory showed that the 
brain could safely withstand respirations of 
mixtures of extremely high percentages of 
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CO, (up to 75 per cent) and return to Normal 
function after as long as an hour of electrica] 
inactivity.?:3 


Mode of Action 


Clinical improvement in Psychoneuroses jg 
attained in one of the following four ways: 

1. Simple diminution and disappearance of 
the symptoms. Patients improving in this way 
received no more than 15 to 25 respirations 
during each treatment; they required a course 
of 40 to 100 treatments. Of the patients treat. 
ea, there are six cases of spastic colitis, one 
of hysteria, and one of functional depression 
with hysterical fog in this group. 

2. Direct abreaction of pathogenic emp. 
tions. Patients in this group received from 
15 to 40 respirations of the 30% CO,, at every 
treatment. The reaction of these patients js 
extremely dramatic; they live through their 
pathogenic experiences again and again and 
discharge their emotions, sometimes with 
great force. For instance, one patient, a young 
woman who had been raped twice in her life 
and who suffered from an anxiety neurosis, 
relived the attempts at rape, fought and 
kicked violently, screamed, crossed her legs 
and defended herself vigorously during the 
awakening phase. The psychomotor reaction 
diminished as the patient improved. In this 
group were two cases of anxiety neurosis, one 
complicated by chronic alcoholism; two cases 
of personality maladjustment, and _ finally 
one case of conversion hysteria. One patient 
with maladjustment in his marital relations 
was an opera singer who had complained 
of spastic cramps of the throat and stage 
fright; the other patient had suffered from 
stuttering and emotional instability. All these 
cases have improved. 

3. Indirect abreaction. By the term indirect 
abreaction, I refer to the phenomenon of 
discharging pathologic emotions or feelings 
not through revival of past pathogenic ex- 
periences, but in connection with symbolic 
dreams. This mode of improvement can be 
illustrated with one of our patients, a girl 
who had a spastic eolitis of five years’ dura- 
tion. She felt nervous, was afraid of people, 
never felt at ease, was afraid that people 
would not understand her, could not look 
into people’s eyes because she felt uneasy 
while doing so. During the second treatment 
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after receiving 27 respirations of 20% CO., 
she screamed, covered her face with her 
nands, and turned violently from side to 
side. When in the recovery phase from the 
narcosis, She said that in her dream she saw 
many ugly faces which she had never seen 
pefore and which were laughing contemp- 
tuously at her. In the dreams of the following 
treatments, these faces became more and 
more friendly and the patient was less and 
less afraid of them until one day she awoke 
from the treatment laughing and smiling. 
She then stated that the faces in her dream 
were very friendly looking people who looked 
pleasant, like ordinary people. From that 
time on, the patient was no longer afraid of 
people; she could look freely into their eyes; 
her pathologic inhibitions had disappeared, 
and indeed, she had changed so much that 
her family and her friends noticed and com- 
mented upon the improvement. 

4. Spontaneous analysis and reintegration 
to a more normal personality pattern. These 
patients do not show any considerable emo- 
tional discharge and may or may not have 
a symbolic dream or a dreamy recollection of 
some past experience during the treatment. 
However, later during the day, the patients 
recollect forgotten or suppressed childhood 
memories or other pathogenic experiences 
and discover their casual relation to the ac- 
tual symptoms. As the treatment proceeds, 
more and more of this material is revived 
by the patients, and the pathologic symptoms 
correspondingly decrease or disappear. Pa- 
tients belonging to this group received from 
20 to 30 expirations of the 30% CO,. The 
longest course of treatment, from 70 to 120, 
is needed in this group. 


Indications for the Treatment. 


As is well known, it is extremely difficult 
to make any adequate classification for the 
psychoneuroses. Following the three - fold 
Classification of Malamud, (1) conversion, 
(2) obsessive-compulsive neuroses (anankas- 


tic reactions), (3) faulty control or emergency 
reactions (Rado 1939), it can be stated gen- 
erally that patients belonging to the first 
and the third categories are suitable for 
this treatment. Almost all the patients with 
conversion symptoms such as those who 
create physical symptoms without underlying 
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organic pathology, or those who create pseu- 
dopsychotic symptoms are easily manageable 
by the CO, inhalations. Patients with faulty 
control of emergency reactions, with symp- 
toms of sense of guilt or of inadequacy, and 
irritability and anxiety neuroses are suitable 
for this treatment. Personality maladjust- 
ments manifested by asocial and unconven- 
tional behavior and emotional instability as 
well, benefit from this procedure. 

The treatment is of no avail in the ana- 


kastic reactions, such as the obsessive and 


compulsive neuroses. The so-called neura- 
sthenic syndromes, fatigue, general weakness, 
and hypochondriac neuroses are not in- 
fluenced permanently by the CO, treatment. 

As we know from Loevenhart, et al., the 
treatment is only of transient use in any 
psychotic condition. 


Contraindication 


At present the only contraindications to 
the treatment that we know of are open 
tuberculosis of the lungs, high blood pressure 
and organic heart disease. 


MATERIAL 


Diagnosis No. of Cases Results 


I. PSYCHOSES 
Schizophreniform States 5 
Manic-depressive Psychoses 1 
6 None improved 


II. ANAKASTIC GROUP 


Compulsive Neuroses 
Obsessive Neuroses 


col wen 


None improved 


III. CONVERSION GROUP 
Conversion Hysteria 
Spastic Colitis 
Stuttering 
Tension 


12 All improved 


IV. PERSONALITY MALADJUSTMENT 


Marital Difficulties, 
Inferiority Feeling, 
Anxiety Neuroses, . 
Emotional Instability, 
Chronic Alcoholism, 


Feeling of Frustration, etc. 11 8 Improved 


3 Unimproved 


Appraisal 


As we see from the above tabulation, a 
wide range of functional behavior disorders 
is amenable to this treatment. It gives hope, 
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furthermore, that a large group of chronic 
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therapy, which was intentionally minimizeg 


de 
alcohoiics or other drug addicts whose addic-_ in order to estimate the effects of CO, alone | tiv 
ticn is based on emotional instability, in- s ies 
feriority feeling and other personality mal- ite — REFERENCES shi 
adjustments such as war neuroses may bene- 4, to 
fit from the CO, treatment. This pharmaco- March 16, 1929. iat he 

i ; i th ho- 2 Roseman, E., Goodwin, W., and McCull 
dynamic treatment mee nee e psycho S.: “Rapid Changes in Cerebral Oxygen Tea an 
logical forms of therapy in that it approaches Induced by Altering the Oxygenation and Qjp. | th 
the deep structures of the nervous system — of the Blood,” J. Neurophysiol, 9:33-49 | on 
directly. We do not doubt that the results 3 Roseman, E., et al: “Changes in the Ong ch 
of this CO, treatment could have been great- the Respire al 
on of Mixtures of Oxygen, Nitrogen and Car. 
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_ State Hospital Care of Alcoholics . 
in Colorado 


EDWARD DELEHANTY, JR., M.D. 
Denver, Colorado 


individual, after enforced sobriety in the state 
hospital, was given a pep talk and a pat on 
the back and sent out into a skeptical world § s 
and told to “behave himself.’ Most of these | b 
persons however, recognized that their “cure” | 1 
had consisted of involuntary restraint. The 
net result was to build up bitter resentment } 8 
against the hospital, their family and society. | P 
During their idle time in the hospital they | h 
devised more ingenious and subtle ways of | | 
drinking. They failed to see why they could | i 
not drink when and where they pleased with- | 8 
out outside interference nor why they were } 3 
locked up in “the booby hatch” just because 
they drank “a little more than they should.” | i 
This criticism is in nowise intended asa | / 
reflection upon state hospital psychiatrists 
who are thwarted in their rehabilitation ef- | | 
forts by limited time and unlimited number 
of patients. The psychiatrist too frequently 
intellectually acknowledged defeat even when 
he emotionally felt the patient intended to 
remain sober. He intuitively sensed that the 
alcoholic would be returned to the hospital 
within one day or several months and then 
the same futile process would be repeated. 
Several factors were partly responsible for 
these dismal failures: 1) The lack of time at 
the state hospital to properly educate and 


The problem of alcoholism is either becom- 
ing threadbare due to the vast plethora of 
repetitious articles on the subject or the 
psychiatrist is feeling increasingly frustrated 
in his attempts to handle these sick individ- 
uals. As proof of this assertion I cite the 
total absence of any paper upon this subject 
at the Chicago meeting of the American Psy- 
chiatric Association. Even morphine addic- 
tion, which is but one-seventy-fifth as prev- 
alent, was given recognition and considera- 
tion but the three-quarter million maladjusts 
who seek a panacea in the glass crutch of 
alcohol received no attention. 

In Colorado, as elsewhere, the problem of 
alcoho! addiction has gone through the usual 
stages. It was first considered purely a police 
problem and the punitive measures of the 
Police Courts rarely “brought the ‘culprit’ to 
his senses.” Later the commitment of the 
alcoholic to the insane asylum was resorted 
to with poor results since the punitive aspect 
was still being stressed. This was unques- 
tionably a step forward in that society was 
beginning to realize that there was some 
abnormality in the alcoholic’s personality 
which forced hm to abuse the use of alcoholic 
beverages. 

. There attention to the problem ceased. The 
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develop insight in the alcoholic. 2) The puni- 
tive attitude, wherein the individual on re- 
Jease Was threatened with dire consequences 
should he fail to remain sober. 3) Often they 
were made to feel that they were purely 
nedonistic and egocentric in their drinking 
and that they deserved all the punishment 
they were getting and that should they fail 
on future release they would be put into a 


and recriminations were, of course, quite 
futile since the alcoholic has been threatened 
by experts long before he is ever committed 
to an institution; by his boss, his wife, his 
children, his pastor, his friends and even his 
bartender, so that threats meant nothing. 

As an alternative to this type of manage- 
ment of the alcoholic we turned to a form of 
group therapy influenced in part by Strecker’s 
pook, “Alcohol—One Man’s Meat.” With the 
direct sanction and cooperation of the super- 
intendent, Dr. F. H. Zimmerman, group meet- 
ings were instituted for alcoholics. These 
were patterned after the fashion of Alcoholics 
Anonymous and were in fact called “A. A.” 
meetings. Alcoholics are a sensitive and re- 
sentful breed and if they believe they are 
being given psychotherapy they immediately 
revolt against participation. | 
These meetings are entirely voluntary, the 
group is held collectively responsible for the 
proper conduct of each member. Those who 
have privilege of the grounds accompany the 
less trusted or newer patients to the meet- 
ings. The proceedings are entirely under the 
guidance of the more experienced members 
and are held twice weekly on the hospital 
grounds. On occasion advanced members are 
invited to attend the meeting of the local 
Alcoholics Anonymous group. 

The objective of the group meetings may 
be considered under three broad headings: 
1) To develop a capacity for objectivity 
toward their emotional difficulties. They are 
shown that their problem is not unique. Con- 
tact with other men and women who demon- 
strate by their remarks that they have had 


Similar experiences is extremely helpful. 2) 
To facilitate an intellectual grasp of the 
problem of alcoholism as it involves, a) The 
concept of an individual and a social pat- 
tern of behavior, b) the dynamics of the 
personality which appear to underlie the ex- 


chronic ward and forgotten. These threats’ 
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cessive use of alcohol. 

Attempt is made to emphasize the place 
of the state hospital in the care of alcoholics. 
They are made to see that actually they were 
committed because someone cared enough to 
at least try to prevent them from entirely 
ruining their lives. Many patients first come 
to realize that they are actually alcoholics 
only after attendance at several meetings. 
They come to recognize that they are “aller- 
gic” to alcohol and that physiologically they 
react to the effects of alcohol differently 
than other people. It is stressed that they 
can never again take alcohol in any form 
without getting into trouble. Social drinking 
for the alcoholic can never again be attained. 

3) An emotional release through insight 
and group participation with others who are 
soon recognized as having similar reactions 
to emotional situations and mechanisms and 
who are striving to adjust their lives on a 
basis of sobriety. This is best accomplished 
by the occasional visits of former members 
who are now in the community and facing 
life without alcohol. 

It is of interest to note the frequency of 
inquiry and the discussion in this group as 
to the dynamics of alcoholism. No doubt there 
is an ulterior motive in attempting to resolve 
the reason for their alcoholism. They slyly 
hope that should they find out why they 
drink they can again drink socially in a 
controlled manner. This idea is debunked on 
every occasion and the point is constantly 
stressed that no matter how well the dyna- 
mics are understood in any particular case, 
there still remains some unexplained phys- 
iological and probably psychological change 
in the individual. His tissues will always re- 
act abnormally so that he can never drink 
in a controlled manner. This abnormal re- 
action we label “allergy” for want of a better 
term to explain this changed reaction. 

To satisfy this curiosity as to dynamics we 
discuss the usual accepted concepts: 

1) Emotional immaturity, wherein an at- 
tempt is made to solve lifes problems by 
running away from them and seeking oblivion 
in alcoholic stupor. Their thinking is still 
sophomoric; they are still attempting to re- 
vive the superficial pleasures and lack of 
responsibilities of their high school days. 
They feel life should remain “just a bowl 
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of cherries” and parental protection and 
security should always be present to solve 
their difficulties and to ease them over any 
scrapes in which they find themselves. 

2) The psychosexual equivalence of their 
drinking, whereby sexual tensions or mal- 
adjustments are temporarily relieved or 
superficially solved. 

3) The narcissistic neurosis element, which 
is embodied in the drinking of so many alco- 
holics. They have found temporary surcease 
from their tensions, fears, anxieties and com- 
plexes. Of course, the difficulties which they 
engender during their alcoholic excesses only 
add to their anxiety and fear. The resultant 
guilt feelings require further alcoholization 
since the conscience is the only part of the 
human organism that is soluble in alcohol. 

The analytic concepts may also be touched 
upon, especially as suggested by Bergler and 
which he terms, “The Mechanism of Orality,” 
wherein the alcoholic’s whole life is based 
on the construction of the following triad: 
Unconsciously the alcoholic is habitually con- 
cocting situations in which he must be re- 
fused and disappointed; Then, seemingly in 
self defense he throws himself upon his self- 
constructed or imaginary enemies with the 
sharpest aggression; As the final act he re- 
vels in self pity, enjoying psychic masochistic 
pleasure. The alcoholic is regressing by means 
of one type of bottle to the age and stage of 
his development when he found pleasure and 
relief from tension in another type of bottle. 


Jules Masserman in his classical experi- 
ments with animal behavior demonstrated 
that behavior is fundamentally actuated by 
the physiological needs of the organism and 
when the organism experiences various modes 
of gratifying these needs its behavior tends 
to become adaptively patterned. For example, 
animals can apparently learn that hypnotic 
drugs may ameliorate re-adaptations. In the 
case of alcohol, some of the animals associat- 
ed the taste or smell of alcohol with the 
relief of anxiety and the partial restitution 
of goal-directed behavior since they there- 
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after sought the drug and ingested it as long 
as their neurotic avidity persisted. In Other 
words, the neurotic cats found that a couple 
of quick bracers in the morning helped them 
to better tolerate the frustrations to which 
they were daily subjected. Likewise the ney. 
rotic individual at times finds that alcoho] 
gives him some relief from the Self-induceg 
“air blasts” of his own intolerance and juyen- 
ility. 

It is our opinion that alcoholism is most 
frequently an attempt to resolve an anxiety 
or neurosis. However, to attribute al] Cases 
of alcoholism to an identical cause is as fa)- 
lacious as diagnosing all cases of diarrheg 
as due to amebic infestation. 

Statistics as to the value or success of the 
group program would be misleading and un- 
reliable. How are we to evaluate in cold fig- 
ures the attenuation of human misery? What 
percentage of recovery would we calculate 
for the comparatively young alcoholic who 
for ten years has been unable to remain sober 
outside the confining walls of the state hos- 
pital and who, when his interest is aroused 
through group education and participation 
makes successively longer adjustments out- 
side the hospital and remains sober for 


- months in place of hours? This and similar 


situations have been duplicated in numerous 
cases. There are other alcoholics who remain 
entirely dry outside the hospital through 
participation with their home A. A. group. 

Subjectively, we believe that this present 
program is a definite step forward and cer- 
tainly removes any opportunity for the alco- 
holic’s erstwhile charge that nothing is being 
done to “cure” him while he is confined in 
the state hospital. 
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DIsEASES OF THE NERvous SYSTEM 


Neurologic Aspects of Subdural 
Hematoma 


LUMAN E. DANIELS, M.D. 
Denver, Colorado 


This paper is a review of personal exper- 
ience in the diagnosis of 24 cases of subdural 
hematoma. Obviously, writers on this subject 
are usually surgeons. These cases, however, 
are often seen by the neurologist and psy- 
chiatrist and unless the non-surgical prac- 
titioner is able to recognize the condition—at 
times no easy matter, owing to the confusing 
clinical picture—the patient may never reach 


a surgeon. 
Etiology 


Four patients in this series were adoles- 
cents, 5 middle-aged, 12 elderly and 3 aged 
73 or older, the oldest being nearly 80. Only 
two were women. No history of injury was 
obtained prior to institution of surgical treat- 
ment in 3 cases; in 7 others, the injury 
seemed trivial at the time, and the disturb- 
ance of consciousness was brief in 7 more. 
In a third group of 7 cases, there was evidence 
of intracranial damage; subarachnoid hem- 


orrhage was demonstrated in two and a pa- . 


tient, who had neurosyphilis, was restless and 
mentally confused for two weeks following 
his injury. Loss of consciousness seemed to 
have been rather long for simple concussion 
in two other cases although recovery from 
the immediate effects of injury was reason- 
ably rapid. In the following cases, the last 
of the third group of seven, the early symp- 
toms were probably due to rapid effusion of 
blood into the subdural space rather than 
to cerebral contusion. 


Case 1: A woman, aged 64, struck her head 
against a shelf. Stupor and left hemiplegia de- 
veloped 15 minutes later. A physician hastily 
summoned from another apartment in the build- 
ing arrived in time to observe the left pupil 
dilate. When I saw the patient the following day, 
she was fairly clear mentally but later drowsi- 
hess increased and a left subdural hematoma 
was drained 7 days after injury. Drowsiness per- 
sisted the following week but ultimately the 
patient made a complete recovery. 


*Read before the meeting of the Central Neuro- 
psychiatric Association in Denver, Oct. 4, 1946. 


Case 2: A boy, aged 15, fell on the ice and 
struck his occiput. Headache experienced after 
this injury did not prevent continued participa- 
tion in sports. Following a blow to his forehead 
4 weeks after the first accident, he complained 
of dizziness and soon passed into a stuporous 
state which persisted several hours. Headache 
was subsequently more severe but there was no 
further disturbance of consciousness. On exam- 
ination 3 months after the first injury, objective 
findings were limited to exaggeration of the 
knee and ankle jerks on the right side and an 
increased concentration of protein (100 mg. per 
cent) in the spinal fluid. A left subdural hema- 
toma was evacuated. 


Another patient received 3 blows to his 
head in the course of 3 weeks but on none 
of these occasions was consciousness dis- 
turbed. 

Three patients were alcoholic and another 
was drinking heavily at the time of his in- 
jury. One patient previously mentioned had 
neurosyphilis. He was injured, however, while 
performing his duties as a city fireman and 
had been regularly employed as a fireman 
for many years. 


Symptoms 


After recovering from the immediate ef- 
fects of injury, 7 patients were apparently 
free of symptoms for periods ranging from 1 
to 71 days, the average latent interval in this 
group being 21 days. In 8 other cases, the 
symptoms caused little concern for periods 
of 10 to 98 days. 

The relative frequency of the various symp- 
toms is given in Table 1. The most prominent 
mental changes were apathy and slow men- 
tation. The tendency to obscenity commented 
on by Putnam! was recorded in only one case. 
A peculiar lack of concern may be observed. 
One patient in my series, a physician, per- 
formed an operation the day before his sub- 
dural hematoma was evacuated. Although 
suffering with severe headache and unsteady 
on his feet, he was annoyed when his wife 
summoned medical aid. In another case, right 
hemiataxia and papilledema suggested a cere- _ 
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bellar lesion but the jocularity and entire 
absence of anxiety prompted a diagnosis of 
tumor involving the left frontal lobe. No 
patient in this series experienced convulsive 
seizures prior to operation. A seizure incidence 
of 11 per cent was reported by Voris? and one 
of 8 per cent by Heersema and Freeman.’ 
Fluctuation of symptoms, although not con- 
stant, is rather characteristic. A patient, who 
responded hardly at all the evening of his 
admission to the hospital, was fairly alert 
the following morning. 


Clinical Signs 


Examination may reveal little. A man, aged 
75, who recovered promptly following drain- 
age“of bilateral subdural hematomas, was 
slow in his reactions when first seen and 
staggered slightly as he walked, but these 
were the only definite findings. Clinical signs, 
like the symptoms, may change considerably, 
hence the importance of continued observa- 
tion. Abbott and his associates+ commented 
on the vacuous, negative appearance which, 
in my experience, is usually observed only 
when the patient is either very drowsy or 
semistuporous. In one case, where a history 
of injury could not be obtained, the patient’s 
fatuous expression called to mind a case of 
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verified subdural hematoma. 


It will be noted from Table 2 that hemi- 


paresis and equivalent reflex changes were 
frequent. In 5 cases, however, alteration of 
the reflexes was limited to either a POsitive 
Babinski or slight exaggeration of the Knee 
and ankle jerks on one side. Spastic heni- 
paresis, furthermore, was observed in 3 out 
of 8 cases of bilateral hematoma and was 
ipselateral to the lesion in one of the unilat- 
eral cases. Ipselateral alteration of the re- 
flexes was also recorded at times (Table 3), 
In one case of bilateral hematoma, reflex 
changes indicative of a bilateral lesion were 
associated with unilateral oculomotor palsy, 
The oculomotor nerve was affected in foyr 
cases and the abducens in three. A dilateg 
fixed pupil, with or without other signs of 
oculomotor involvement, is generally ipse- 
lateral to the lesion in unilateral cases but 
does not exclude the possibility of bilatera] 
subdural hematoma. Lateral shifting of g 
calcified pineal gland, as demonstrated by 
roentgenologic examination, would seem to 
be of more probative value in the latter re- 
spect. Had the pineal gland been calcified, 
however, in the following case of bilateral] 
hematoma, it might well have been displaced 
laterally when the patient was first examined, 


TABLE 1 

Symptoms 
4 
2 
Coma 
Fluctuation of symptoms 6 

TABLE 3 

Hemiparesis and Related Signs in 16 
unilateral cases 

Contralteral hemiparesis 3 
Contralateral reflex changes eee 4 
Contralateral hemiataxia — 2 
Ipselateral hemiparesis 1 
Ipselateral reflex changes 


TABLE 2 
Clinical Signs 

1 
Unilateral reflex changes -_._........................... 10 
Slow pulse (51 or less) 4 

TABLE 4 


Spinal Fluid — 18 cases 
Pressure in cm. H,O: 


“Normal” or not above 13 6 
15 to 20 cv 
“Imereasea’ 2 
Protein in mg. per cent: 
+ 
Xanthochromia 
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Case 3: A man, aged 73, injured his head in 
a fall 34 days prior to examination. Although he 
apparently did not lose consciousness, he sub- 
sequently complained of headache and seemed 
less alert than formerly. For the past week, his 


ee his right leg. Examination revealed nuchal 


rigidity, aphasia and right spastic hemiparesis. 
The spinal fluid was xanthochromic and the 
pressure was 15.2 cm. of water. The pulse rate 
was 42. Bilateral trephine openings disclosed a 
subdural hematoma on the left side. The patient 
improved following operation, but two weeks later 
the mental state deteriorated and spastic hemi- 
paresis developed on the left side. Exploration 
of the right subdural space through a burr open- 
ing somewhat anterior to the one made at the 
time of the first operation one month before, 
revealed a large fluid hematoma. Had this second 
hematoma been as large on the occasion of the 
first operation, it would almost certainly have 
peen discovered by the surgeon. 


Although definite choked disk is frequently 
lacking, the incidence in my series seems 
unusually low. That papilledema can be rath- 
er pronounced is attested by an elevation of 
4 diopters in 1 case. Significant changes in 
the spinal fluid are by no means constant 
(Table 4). In a doubtful case, however, a 
second lumbar puncture may furnish helpful 
information. In the case of the man aged 75, 
mentioned previously, a second specimen of 
fluid removed a few days after the first was 
xanthochromic although the concentration of 
protein was still only 55 mg. per cent. 


Diagnosis 


A preoperative diagnosis of subdural hema- 
toma was made with varying degrees of as- 
surance in 19 cases, including two in which 
history of injury could not be elicited. Of the 
five remaining patients, one was moribund 
on admission to the hospital and a satisfac- 
tory history was first obtained after autopsy 
had revealed the hematoma. In another case, 
the dearth of ciinical signs should have 
caused one to give more serious consideration 
to a diagnosis of subdural hematoma, but 


since both the patient and his wife insisted 
he had not been injured, ventriculography 
was resorted to. The patient died following 
drainage of bilateral hematomas. In the other 
case where ventriculography was performed, 
that of the patient with hemiataxia and 
mental changes suggesting frontal localiza- 
tion, a recent accident seemed so trivial that 


ait had become unsteady and he had been drag-— 
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it was ignored. The patient who had neuro- 
syphilis seemed to improve for a time on 
treatment with tryparsamide. When the men- 
tal state began to deteriorate 4 months after 
injury, the spinal fluid was reexamined and 
a few days later the patient was found dead 
in his bathtub. The coroner’s physician ex- 
pressed the opinion that neurosyphilis was 
the chief cause of death since the bilateral he- 
matomas discovered at autopsy were not very 
large. The fifth diagnostic error occurred dur- 
ing a busy morning in an out-patient depart- 
ment, being due mainly to an imperfect grasp 
of chronologic details in the history. When 
the patient became stuporous the same even- 
ing, physicians at the Colorado Psychopathic 
Hospital made the correct diagnosis and the 
patient recovered following operation. Pro- 
longed observation may be required, not only 
to make the diagnosis but to convince all 
concerned that surgical exploration is just- 
ified. 


Case 4: A man aged 66 fell and fractured his 
right thumb October 16, 1945. Thereafter, he made 
no complaints and apparently remained in his 
usual state of health until October 25 when he 
seemed unusually tired on getting up in the 
morning and was generally slow in his move- 
ments. He nevertheless drove a distance of 175 
miles to transact business, returning the next 
day. During the return trip he twice pressed on 
the accelerator when he intended to apply the 
brakes, and the second time he did this, a colli- 
sion resulted. The incident upset him greatly 
and, while eating dinner that evening, he fainted. 
During the next few days his gait was observed 
to be somewhat unsteady and he wept on one or 
two occasions. At no time had he complained 
of headache. 

When the patient was first examined on No- 
vember 1, his behavior was characterized by a 
complete lack of spontaneity. He was content to 
let his wife supply all the information, although 
he replied intelligently to questions and co- 
operated well in the neurologic examination. 
Despite his slow, somewhat unsteady gait, he 
executed the usual tests for coordination quite ~ 
well. Vibratory sensation was reduced at the 
ankles, and the knee and ankle jerks were per- 
haps a little more active on the right side. Dur- 
ing the next 17 days, repeated examination yield- 
ed no additional information and the patient’s 
condition seemed to be improving. On the evening 
of November 19, he fell twice while attempting 
to walk to the bathroom, yet examination an 
hour later revealed normal strength and good 
coordination in all 4 extremities, and the reflexes 
were not remarkable. 
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The patient was hospitalized November 20. On 
November 22 nuchal rigidity was observed for 
the first time, and the knee and ankle jerks 
were more active on the left side. The spinal 
fluid pressure was 19.5 cm. of water November 
23, although the concentration of protein was 
only 35.5 per cent. A few hours after a tentative 
diagnosis of subdural hematoma had been made, 
it was learned that a bruise had been noted in 
the back of the patient’s head following his 
accident the preceding August. On November 24, 
mental dullness was increasing, and the next day 
left spastic hemiparesis was observed. At opera- 
tion November 27, a large amount of yellowish 
fluid was removed from each subdural space. 
The patient’s taciturnity disappeared while he 
was still on the operating table; he joked with 
the surgeon and the following day insisted on 
holding lengthy conversations by telephone with 
friends and associates. 


Variable Character of the Lesion 


Case 4 is the only one of my series in 
which the term, subdural hydroma, might 
apply. In all the others, there was at least 
a large admixture of altered blood. The 
character of the hematoma in three cases 
where operation was performed 11 days or 
less after injury may be of some inierest. 
Details regarding one have already been given 
(Case 1). Operation was performed in the 
second when oculomotor palsy and increas- 
ing drowsiness became apparent 11 days after 
injury. Dark fluid blood was evacuated in 
each of these cases. The following case is the 
only one of the entire series in which the 
hematoma was composed of solid clots. 


Case 5: A woman, aged 69, and suffering with 
hypertensive cardiovascular disease, slipped on 
the ice while alighting from a street car and fell 
on her face, sustaining severe bruises. She was 
helped to her feet and then walked to the office 
of her son, a physician, who took her home. She 
first experienced headache 6 days later and 2 
days thereafter was found in a deep sleep. She 
was brighter the next two days but on the tenth 
day after injury was again excessively drowsy. 
Examination at this time revealed left spastic 
hemiparesis. The following day, the patient was 
more stuporous and roentgenograms of the skull 
disclosed shifting of a calcified pineal gland to 
the left. Exposure of the right subdural space by 
means of an osteoplastic flap revealed large, solid 
clots compressing the brain. The inner surface 
‘of the dura was stained by bile pigment but there 
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was little, if any, free fluid. More than a Week 
elapsed before the patient was clear Mental} 
but she is still active nearly 9 years after injury 


Conclusions 


Subdural hematoma should be Considereq 
in the differential diagnosis of intracrania} 
lesions even when there is no history of ip. 
jury to the head. No injury, however trivial 
it may seem, should be ignored. Realization 
that a patient may have a hematoma will a 
times obviate ventriculography with its at. 
tendant risk. No single symptom or Sign js 
present invariably. A latent interval or Period 
of relative freedom from symptoms, Slowing 
of the mental processes, and absence of spon- 
taneity are all suggestive. Progression of 
symptoms is not infrequently broken by per- 
iods of temporary improvement. A drowsy 
or semi-stuporous patient with a stiff neck 
and a vacant expression should at once call 
to mind the possibility of subdural hematoma. 
Oculomotor involvement, when present, is 
helpful. Absence of unequivocal localizing 
signs is no argument against the diagnosis 
—on the contrary, it should put one on his 
guard. In doubtful cases, willingness to sus- 
pend judgment pending further observation 
may prevent grievious error. 


Author’s Note: Twenty-two of the patients in- 
cluded in this review were operated on by the 
following surgeons: J. L. Learmouth, now in Aber- 
deen, Scotland; W. McK. Craig, Rochester, Minn.; 
J. R. Jaeger, now in Philadelphia; W. R. Lips- 
comb, C. G. Freed, O. R. Hyndman, W. W. Hag- 
gart, and J. R. Plank, the last 5 being located 
in Denver. 


1616 Tremont Place. 
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The Relationship of Neurology 
and Psychiatry 


NATHAN ROTH, M.D. 
New York, New York 


In the early days of American psychiatry, 
physicians who practised this medical special- 
ty called themselves “alienists” and worked 
mainly within the closed confines of mental 
hospitals. Concerned largely with the “moral 
treatment” of their patients, they knew the 
value of general medical procedures in their 
work, but did not emphasize the close relation 
that exists between neurology and psychiatry. 
Appropriate accentuation of this relationship 
was largely due, in this country, to the work 
of Silas Weir Mitchell, August Hoch, Adolf 
Meyer, and others, so that by the turn of the 


- present century, neurologists had begun to 


take an active interest in the affairs of psy- 
chiatry.. This situation progressed and the 
term “neuropsychiatrist” is now common par- 


 Jance. It is generally considered advisable for 


the physician who aspires to a well-rounded 
psychiatric training to acquire neurologic ex- 
perience. To obtain the diploma in psychiatry 
of the specialty board of examiners, it is now 
necessary to pass rigorous examinations in 
various branches of neurologic science. 

With the advent and dissemination of psy- 
choanalytic theory and practice, increasing 
emphasis was placed on the study of psycho- 
dynamic processes in the functional psychia- 
tric disorders. It is probably because of this 
factor that there is a tendency toward the 
separation of the neurologic and psychiatric 
disciplines. Brigadier Rees? says, “On the 
whole, the feeling in Great Britain has been 
against the adoption of the concept of neuro- 
psychiatry that has been used in the States. 
It is undoubtedly necessary for a psychiatrist 
to have a sound knowledge ‘of neurology, and 
equally for the neurologist to be well trained 
in psychiatry, since the majority of his pa- 
tients will be suffering from emotional dis- 
orders. It is generally felt, however, that while 
there will be some common basis in the train- 
ing for both subjects, these will be best served 
by separate courses of study and separate 
diplomas.” 

Concerning the bill pertaining to neuro- 


psychiatry recently introduced in the United 
States Congress, an editorial comment ap- 
peared in The American Journal of Psychiatry 
for March, 1945, from which the following 
is quoted: “The Journal deplores the use of 
the hybrid and awkward word ‘neuropsy- 
chiatry’... the important field is psychiatry 
—why not say so?” The following statement 
by Sapir,’ is, however, difficult to accept: 
“The conventional companionship of psy- 
chiatry and neurology seems to be little more 
than a declaration of faith by the medical 
profession that all human ills are, at last 
analysis, of organic origin, and that they are, 
or should be, localizable in some segment, 
however complexly defined, of the physiolog- 
ical machine... It is no wonder that psy- 
chiatry tends to be distrusted by its sister 
disciplines within the field of medicine and 
that the psychiatrists themselves, worried by 
a largely useless medical training (sic) and 
secretly exasperated by their inability to ap- 
ply the strictly biological part of their train- 
ing to their peculiar problems, tend to mag- 
nify the importance of the biological approach 
in order that they may not feel that they 
have strayed away from the companionship 
of their more illustrious brethren.” 

The views of Haldane* are closer to the 
truth: “There is no gross clashing between 
psychological and biological interpretation, 
just as there is none between biological and 
physical interpretation. Psychological inter- 
pretation is only biological interpretation 
carried forward into psychological interpreta- 
tion because the experience concerned neces- 
sitates this carrying forward, just as the ex- 
perience concerned necessitates the carrying 
forward of physical into biological interpreta- 
tion... What we call psychological phenom- 
ena are quite clearly correlated with what we 
call bodily structure. But,....we have no right 
at all to regard physical structure and phys- 
ical environment as existing outside person- 
ality, or the physical interpretation of our 
bodies or environment as anything more than 
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a partial and imperfect interpretation which 

is superseded when we interpret our bodies 

and environment as expressing personality.” 
Psychiatry, after all, is concerned chiefly with 
the study of personalities and the relations 
among them. 

The basis upon which must rest the jux- 
taposition of neurology and psychiatry is the 
fact that profit obtains, not only from the 
study of biologic function and its disorders, 
but also from the study of the structure which 
subserves, implements and mediates such 
function. No one would claim an understand- 
ing of diseases of the heart without a knowl- 
edge of its normal structure and function; 
no one can have a comprehensive view of the 
problems of psychiatry without some knowl- 
edge of the anatomy and (patho)physiology 
of the nervous system. This is the time proven 
approach to the practice of all medical spec- 
ialties and it deserves application in psy- 
chiatry. 

As might be expected, more has been con- 
tributed to the understanding of psychiatric 
symptoms from the study of the highest level 
of integration in the nervous system, the 
cerebral cortex, than from the study of sub- 
cortical structures and the peripheral and 
autonomic nervous systems. However, psy- 
chiatric syndromes have been clarified by the 
knowledge of the function of these lower 
levels and more is to come. 

The final elaboration of the body image is 
dependent upon the functional integrity of 
specific areas of the cerebral cortex, chiefly 
the supramarginal and angular gyri, and the 
contiguous portions of the. occipital lobes. 
Organic lesions of these cortical regions, or 
of the thalamus or thalamo-parietal pe- 
duncle, result in specific defects in the body 
image.5§789 These defects, determined by 
structural changes in the central nervous 
system, bear a remarkable similarity to the 
functional disturbances of the body image 
observable in many neuroses and psychoses 
and aid in their elucidation. Indeed, defects 
in the body scheme, essentially similar to 
those caused by organic lesions, have been 
reproduced by hypnosis.!° The far-reaching 
implication of the concept of the body image 
throughout the realm of psychiatric disorders 
has been amply demonstrated by Schilder,' 
and has been elaborated on by others.!2.13,14 
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Another instance in which a Knowledge of 
body image psychology can be applieq in the 
understanding of psychiatric symptoms is in 
the psychoses occurring in the puerperg 
state. The thought content of patients who 
become psychotic after delivery of a child 
is largely dominated by ideas that something 
has been taken from the body, that the bodies 
of loved ones have been injured in like fash- 
ion, that the new-born child is deformeg or 
has died, that valuable personal property has 
been stolen or destroyed, and that relatives 
have been arrested, killed or otherwise re. 
moved. The form and content of these symp- 
toms are directly attributable to the fact that 
a woman in labor suffers injury to the most 
highly libidinized organs of the body, the 
genital organs, and that something actually 
is removed from her body, a child. 

There are other instances, of which only 
a few will be mentioned, in which organic 
lesions of the cerebral cortex give rise to 
symptoms which are frequently reproduced 
in functional mental disorders, and whose 
elucidation is facilitated by a knowledge of 
the neurologic parallel. The term “pain asym- 
bolia” was coined by Schilder®:15.16 to designate 
the syndrome resulting from a lesion of the 
anterior and basal parts of the supramarginal 
gyrus. Under these circumstances, the sensory 
apparatus for the perception of pain is in- 
tact, and the patient appreciates to a degree, 
the danger to his body from a painful stim- 
ulus, but the emotional and intellectual re- 
sponse is deficient and he makes no effort to 
protect himself from oncoming noxious in- 
fluences. A similar syndrome of psychogenic 
origin is not infrequent, particularly in cases 
of depersonalization. 

The importance of the vestibular apparatus, 
in both its peripheral distribution and central 
representation, in determining the symptoms 
of neuroses and psychoses, has also been noted 
by Schilder!? and others. Gurewitsch" says: 
“We observe the interparietal syndrome in 
lues cerebri, epilepsy, schizophrenia and hys- 
teria. Obviously the syndrome occurs in nos0- 
logically different diseases, and evidently has 
a specific localization.” 

The features of the interparietal syndrome 
and of vestibular function may be seen in 
the following dream, reported by a 19-year 
old schizophrenic girl, and experienced by 
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her on each of four occasions when she was 
given an anesthetic for a minor surgical pro- 
cedure. “There is a corner around which 
small, snail-like bodies move; these are snail- 
like except for the body part, which is that 
of a woman from the waist to the head. On 
the head is a large feather hat. The colors 
of this dream are all shades of blue and red. 
The background and foreground are a mixture 
of the two colors and very pale. The corner, 
which is a right angle, is a dark blue line. 
The snail shell is dark blue also; the body 
or woman is dressed in blue and trimmed in 
red. The complexion is pale blue; the hat is 
red, trimmed in blue and is conspicuous be- 
cause it is so large, being worn between the 
horns on the woman’s head, which are like 
those of a snail. The progression of this dream 
is, the snail women turn the corner, then a 
punch of flowers, then a snail woman, then 
a bunch of flowers, and so on. As these fig- 
ures turn the corner, each snail woman seems 
to pull apart, and only half goes around the 
corner, then the other half goes around the 
corner, and the two halves join together. 
The bunches of flowers break in many pieces 
as they turn the corner, then join. The flowers 
are red blossoms with blue leaves and stalks. 
This procession continues as long as I am 
under (anesthetic). All during this dream the 
figures seem to be stuck to the lines of the 
corner and are accompanied by the sound of 
machinery, like the rumble of a train. The 
dream is so frightening because I feel as 
though I were one of the snail-women and 
will be the next to break in half and turn 
the corner.” In this dream, the repetition of 
the visual objects, their disruption into small- 
er pieces, their movement along the horizon- 
tal plane and around right angles, and the 
scintillating colors constitute the evidences 
of vestibular influences and of the inter- 
parietal syndrome. 

This series of examples, in which the tech- 
niques of clinical neurology have thrown light 
on psychiatric problems, can be multiplied 
many times. It bears ample witness to the 
fact that neurology and psychiatry can travel 
hand in hand with mutual profit. It is also 
apparent, however, that the aid which neu- 
rology furnishes to psychiatry in the elucida- 
tion of functional mental disorders is usually 
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of a circumscribed and limited type. In all 
of the instances cited above, neurologic 
knowledge gave aid only in understanding 
the form and content of the psychiatric 
symptoms, and did not illuminate the prob- 
lems of the etiology and (psycho)genesis of 
functional diseases. The continued alliance 
of neurology and psychiatry should therefore 
be based upon reasonable expectations of 
what each can contribute to the solution of 
the problems at hand. 
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Group Psychotherapy at an Army 


Rehabilitation Center 


CAPT. JOSEPH ABRAHAMS, M.C. 
LT. LLOYD W. McCORKLE, A.G.D. 


I. INTRODUCTION 


The object of this paper is the presentation 
of the philosophy and methodology of the 
group psychotherapy program operative from 
March 1944 to December 1945 in an Army 
Rehabilitation Center. The sessions will be 
analyzed from the standpoint of various group 
psychotherapeutic approaches. Comment will 
be made on the use of the Army Orientation 
Program. The use of group psychotherapy in 
peno-correctional institutions will be empha- 
sized. 
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II. DESCRIPTION AND OPERATION OF A 
REHABILITATION CENTER 


In the Rehabilitation Center, a penocor- 
rectional institution, unique in American mili- 
tary history, the Army attempts mass therapy 
of the delinquent and inadequate soldier. The 
primary motivation is the return to full gen- 
eral duty of these general prisoners, wartime 
social ineffectives, judged salvageable by the 
Service Command reviewing authority. Sec- 
ondarily, but still of social significance, is 
the “softening-up” of the antisocial attitudes 
and behavior of all the men sent for pro- 
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cessing. These general prisoners acquire the 
status of rehabilitees, a quasi-soldier relation. 
ship to the Army. They wear soldier’s ypj. 
forms and their life, except for confinement 
with accompanying loss of pay, allowances 
and insurance, is organized like that of 
trainees at replacement training centers, 

These men are under sentence of a dis. 
honorable discharge (suspended) and a stateq 
number of years at hard labor. Their offenses 
include: AWOL, desertion, theft, forgery, as- 
sault, or a combination of these. 

Restoration to duty is predicated on eyi- 
dence of significant personality change dur- 
ing the stay at the Center which ranges 
from six months to a year, and the excellent 
personality evaluation done by the Psychiatry 
and Sociology Section. While the restoration 
rate is fairly high (47%), and the recidivism 
rate extremely low (6%), adequate evaluation 
is not possible inasmuch as most of the ex- 
rehabilitees are in combat areas overseas, out 
of range of the follow up system. 

The population at the Center has ranged 
from the peak of 1100 about a year ago to its 
present state of 590 (January, 1945). The 
rehabilitees live in CCC barracks enclosed by 
double barbed wire fences surmounted by 
guard towers. Activities are always construc- 
tively oriented and range from basic military 
and army vocational training, through educa- 
tional and group psychotherapeutic reorien- 
tation, to constructive labor projects. The men 
are given excellent basic training similar to 
that of infantry replacement training centers 
and all have a turn at being acting, and 
actually responsible non-commissioned offic- 
ers. They are urged and assisted in rising 
as high as their abilities permit. Vocational 
night schools teach military technical skills 
and the illiterates are taught to read and 
write. 

Group Psychotherapy was instituted as an 
integral part of the program at the Fort Knox 
Rehabilitation Center 1 February 43. The pro- 
ject was organized and directed at the outset 
by Captain Alexander Wolf, M.C. and its value 
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was soon recognized as rehabilitee coopera- 
tion increased and disciplinary problems de- 
creased. It has been a salutary experience, 
with the shift of personnel inevitable in a 
military organization, for the program to 
nave gone through several phases of develop- 
ment, each involving different approaches. 
This paper will be devoted chiefly to elucida- 
tion of the present philosophy and practice; 
nowever, the different approaches will be 
described later. 

The regular group psychotherapy program 
cares for from 500 to 750 rehabilitees, with a 
turnover of 50 to 110 per month. A consider- 
able number of the rehabilitees at one time 
(141) were transients awaiting shipment to 
the Disciplinary Barracks. Group Therapy 
was administered to these men chiefly to 
allay tensions and lessen disciplinary prob- 
lems. 

Two types of group sessions are em- 
ployed, large and small. The large groups, 
of which there are four, total 125 to 175 men, 
in approximately the same stage of processing 
and segregated within a particular area in 
the Center. This large, heterogenous group is 
divided into four approximately equal small 
homogeneous groups each of a different per- 
sonality type. Each group meets with a ther- 
apist daily, for a 50 minute session. Rehab- 
ilitees attend three sessions in the large and 
three in the small groups weekly. 


III. THE THERAPEUTIC PROCEDURE 
Therapeutic Concept 


The rehabilitees are considered for psycho- 
therapeutic purposes to be socially ill. His- 
tories in large part reveal chronic and per- 
sistent social maladjustment of varying sev- 
erity. Constitutional factors are probably 
operative, especially in the mental defectives. 
However, the almost invariably unfavorable 
or hostile familial and cultural environment 
found in the childhood and adolescence of 
these individuals has led us, for practical 
therapeutic purposes, to a dynamic concept 
of the psychopath. We have found the best 
therapeutic response when treating the psy- 
chopathic trait as an essentially neurotic life 
reaction. 

Psychopaths, or individuals with easily re- 
cognizable psychopathic traits, predominate 
in our population. 


NeERvous SYSTEM 


FIGURE 1 


Breakdown of Population In Round Percentages 
(700 Cases to 30 June 44) 


Chronic Alcoholic 5% 
Simple Adult 10% 
Mental Defective 10% 
Not 15% 
Miscellaneous 


At the Center, individual therapy adminis- 
tered by the Psychiatry and Sociology Depart- 
ment aids in preparation for group therapy 
and engages in more penetrating analysis in 
indicated cases. The two departments, Psy- 
chiatry and Sociology and Group Psycho- 
therapy, although working in harmony, are 
autonomous. Since the continuous therapy 
necessary for effective results was impossible 
with the limited personnel available, other 
techniques than individual treatment had to 
be employed. The group methods had already 
been developed by Wender,! Moreno,” Schil- 
der,? and Slavson.* Moore’s® division of the 
psychotherapeutic methods into two main 
types, the repressional-inspirational and an- 
alytical, seems to fit the experience of the 
Center. 


The Analytical Approach 


In the analytical approach the therapist 
is permissive, listens and sometimes repeats 
what the group has said in an accepting 
manner. The attitudes toward individuals and 
society are analyzed by the groups and the 
therapist with development of more socially 
accepted patterns. Transference, both be- 
tween the therapist and the individual and 
the individual and the group develops and 
the tremendous amount of catharsis and 
abreaction result in some resolution of the 
basic conflicts which cause the regressive 
behavior trends. With even partial resolu- 
tion of the individual’s deeper conflicts, he 
more readily responds to the group pres- 
sure toward progressive, integrative values. 
The consequent group acceptance acts as 
a reward and tends to make the change 
more permanent. The asocial, shy, withdraw- 
ing person is able to identify himself with his 
more assertive group members until he is 
drawn into the active analytic process. 

The stress is constantly on analysis—an- 
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alysis of everything that takes place in the 
sroup—every manifestation, regardless of how 
minute or seemingly trivial, is regarded as 
relevant and important. This method, while 
holding forth the most promise toward deep 
seated changes in the ego structure through 
its permissive, affect transference promoting 
atmosphere, was found to have definite limi- 
tations in a penocorrectional setting. The ag- 
gressives, as would be expected, engaged in 
abreactive activity, which while therapeutic, 
became too disruptive, with a predominance 
of regressive values which frequently the 
group was unable to neutralize or isolate. 


Example of Analytical Approach: 


The session started with a remark by A, an 
overtly aggressive rehabilitee, who yelled, “I don’t 
like the way Sgt..... treated K!” The group 
nodded approval and several remarked, “That’s 
right.” As the group quieted, I asked A what 
had happened and he replied, “He (the Sgt.) is 
always doing things to us, especially to K.” The 
Group again emphasized approval and several 
started talking excitedly to the men close to their 
seats. I paused until the group stopped talking 
and asked A what the Sgt. had done to K. He 
said, “That g... d... Sgt. always punishes us 
and today he ‘gigged’ K for no reason.” A con- 
tinued talking rapidly, his face flushed, “That 
is the trouble around this place. I hate the whole 
bunch of the b__. who run this place. They won’t 
give a guy a decent break.” 

The group moved restlessly, and A continued, 
“Day and night you people tell us what to do 
and we never have a chance. I am sick of all 
this stuff and if I ever meet that Sgt. outside, 
I will break his neck.” I asked A how he felt 
about other people in the Center and he said, 
“They are all the same, making us unhappy in- 
stead of giving us a break. I hate them all.” The 
group became tense and looked expectantly at me 
as I asked A how he felt about me. He looked 
angry and defiant and said, “You are like the 
rest, I hate you too.” A was making an obvious 
effort to keep himself under control. His face was 
flushed and he gripped the chair in front of him. 
I asked A what he felt he would like to do to me 
now and with emotion he said, “I would like to 
take this chair and throw it at you because you 
always beat us down.” 

The group became tense and stiffened. Several 
of the rehabilitees in loud stage whispers gave 
support to A. C jumped up and said, “What the 
hell would you want to do that for. He never 
done anything to us.” (C’s remark was made with 
warmth, indicating he accepted me as a group 
member, not a punishing agent). After C’s re- 
mark there was considerable confusion as the 
rehabilitees talked over his comment. Several 
yelled, “He (C) is hand shaking,” or, “You are 
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right, C.” A looked confused and turned an 

to the group and said, “He is no different than 
the Sgt., he just gives us a ‘snow job’” 4 re- 
habilitee near the front spoke up and said, “You 
are always bitching, A, about everybody and no- 
body could please you.” The group laugheg and 
A became more flushed as he turned and gaiq 
“Just because I don’t let the b... around here 
kid me, I stick up for my rights.” Several] group 
members yelled approval but a greater number 
“booed.” 

P, another rehabilitee, pointed at me, and saiq 
“He understands us and tries to help us get out 
of here. He is on our side and most guys would 
have shut you up a long time ago. I don’t like 
this place and there are a lot of people here | 
don’t like but they’re not all b...’s.” A yelled at 
him, “You are just hand shaking to get out, 
that’s all, you haven’t got the guts to say what 
you think. You complain more than anyone e!se.” 
P looked at A disgustedly and said, “If you think 
I haven’t got as much guts as you, why don't 
you try finding out. Sure, I complain but that 
doesn’t make me believe everybody is agin me. 
You make us all sick with your constant com- 
plaints.” 

A looked bewildered, and sensing the shift in 
the group’s approval said, “That is the trouble 
around here, the prisoners don’t stick together.” 
P looked at him and the group and said, “I am 
no rat just because I don’t agree with you, and 
you get the group in more trouble than anybody 
else.” Several group members yelled, “That's 
right.” By this time almost the entire group had 
rejected A and the members were anxious to 
criticize his behavior. One man yelled, “If he 
hadn’t acted so damned smart maybe K would 
never have been ’gigged.’” The group looked 
angrily at A who guiltily replied, “You guys are 
all alike.” 

I turned to A and asked him why he disliked 
me. Somewhat disturbed but with less emotion 
he said, “Because you are one of them. You don’t 
give a damn about us.” A rehabilitee’s hand went 
up and I motioned to him to speak and with 
warmth he said, “That isn’t true. He is our 
friend.” The group accepted the remark and 
several commented to other rehabilitees about 
it. A looked guilty and dejected, but said nothing. 
I asked him if he could think of any reasons why 
he felt this way about me. He said, “No, I just 
know I don’t like you. You never hurt me but 
you work for the front office.” I asked A why 
he disliked the people in the front office and he 
replied, “They don’t care about us, and never 
give us a break.” 

The group smiled as I asked A if he could tell 
us about other people he disliked. He said, “Sure, 
in this work it’s every guy for himself and when 
you are down, the guys on top will give you a 
kick.” I asked A if many people in life had given 
him kicks. He hesitated a minute and said, “No.” 
I looked at A and asked him if he got kicked 
around in the army. He looked sullen and with 
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rising emotion said, “Hell, everybody gets kicked 
around in the army. Of course, I got kicked 
ground plenty. The Company Commander and Ist 
ggt. never gave me a break.” The group laughed 
and several members yelled, “Oh, oh, here it 
comes!” 

A looked around at the group and laughed and 
1 nodded to him to continue. A told of having 
more details than others, being refused passes, 
etc., and his subsequent AWOL. I asked him if 
he believed that some of his dislike for people in 
the front office might not come from the fact 
that they are like his Company Commander and 
ist Sgt. A looked thoughtful and replied, “I 
guess SO, they do the same things.” I asked A 
if he could think of any reasons for his hatred 
of his Company Commander and Ist Sgt. besides 
their failure to give him a pass when he wanted 
to go home, and make him do K.P. He seemed 
puzzled by the question and asked, “What do 
you mean?” I explained to A that just as he 
disliked me because he identified me with his 
CO and ist Sgt. perhaps he disliked them be- 
cause he identified them with others. 

A looked doubtful, perplexed, as he said, “‘This 
is a lot of b... s....” The group laughed and 
several members started to talk to one another. 
A’s face became flushed and he excitedly said, 
“You are a ‘con man,’ we start to talk about one 
thing and you don’t answer questions.” Since 
the hour was closing I explained to A that we 
would talk about this tomorrow if he liked. 


The Repressional Inspirational Approach: 


Utilization of this more authoritarian ap- 
proach resulted in a therapeutic method close 
to the repressional-inspirational one men- 
tioned by Moore. The therapist in a controlled, 
almost non-permissive atmosphere, provoked 
the individual into frustrative conflict with 


the Army and attempted desensitization 


through repetition and superficial explanation 
of the irrational features of the individual’s 
and group maladjustment. The interaction 
was almost entirely between the therapist and 
the group’s aggressives, was extremely strong, 
and, as expected, frequently negative. A cer- 
tain amount of affect transference was ob- 
tained between the individual and therapist 
through submersion and identification of the 
individual in the group. The intragroup trans- 
ference and consequent transference to the 
therapist, through the individual already in 
rapport, was Kept generally minimal. 

Example of Repressional Inspirational Approach: 


(Note: This was an isolated experimental 
attempt by one of the authors). 


The men filed into the chapel carelessly and 
were noisy in taking seats. Several of the re- 
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habilitees argued about who would get a choice 
seat near a window and one waited in the aisle, 
uncertain as to where to sit. I walked ener- 
getically to the front of the chapel, and force- 
fully told the men their conduct was unaccept- 
able. I called the rehabilitees to attention and 
told them they would have to “fall out” and 
march into the chapel again. As the rehabilitees 
filed out, some smiled, others looked at me an- 
tagonistically, but the majority seemed to accept 
it as something that had to be done. I gave the 
order for them to march into the chapel. There 
was some noise and confusion as the men seated 
themselves. 

I told the rehabilitees that their marching still 
was not acceptable and we would have to do it 
over again. This time, as they filed out, there 
were few smiles and many more antagonistic 
looks. Several of the rehabilitees made muffled 
comments to one another. The men marched back 
into the chapel in better order and, with almost 
no confusion, took seats. Looking more pleased, 
I told the rehabilitees it was better but still not 
good enough. I called the men to attention and 
several in the rear got to their feet slowly. I had 
the men take seats and called attention again 
and received an improved response. However, 
several rehabilitees started to whisper, and I had 
the men take seats and called attention again. 
This time the response was perfect and I gave the 
order to file out of the chapel. As the men formed 
into platoons, there was some talking and con- 
fusion. They filed back into the chapel, took seats 
and looked at me angrily, expectantly. I told 
them it was better but still not satisfactory. 

The men started to mumble excitedly to one 
another and I told them nobody had given them 
permission to talk, and so we would sit for five 
minutes without talking. At the end of the five 
minutes I sharply yelled “Attention,” and the 
men leaped to their feet. They moved out of the 
chapel with precision, formed platoons and re- 
entered. However, as they started to take seats, 
one man started to talk to the man behind him. 
Several of the men motioned excitedly at him to 
stop. I looked at the men and said, “Not bad,” 
but let’s see if it can’t be better.” Several of the 
rehabilitees were by this time so excited, they 
could hardly sit still. 

I yelled, “Attention” and the rehabilitees, as 
one person, got to their feet and responded to 
the rest of the commands in a similar manner. 
I looked at the rehabilitees all sitting stiffly in 
their seats and said, “At ease.” The rehabilitees 
relaxed and started whispering until they were 
soon all talking. I waited and soon some of the 
men started to look at me suspiciously and mo- 
tioned the other men to be quiet. Soon there was 
a complete silence as the rehabilitees waited for 
me to begin. I asked them if they had any com- 
ments about the last 30 minutes. 

The rehabilitees all seemed to want to talk at 
once and their comments ranged from, “You are 
sore” to “Group punishment for what individuals 
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do.” One of the rehabilitees, more excited and 
aggressive than the others, leaped to his feet and 
loudly said, “You weren’t feeling good and you 
took it out on us. That is what everybody does.” 
The group quieted as he continued, “That is the 
way it always is; we can’t defend ourselves and 
you pick on us.” The group mumbled approval 
and started to talk to one another. 

I shouted, “At ease,” and instantly the talking 
ceased. I told D, who had acted as the group 
spokesman, to stand up again. He arose defiantly 
and looked at me sullenly. I asked D if he be- 
lieved the rehabilitees had marched into the 
chapel properly. He replied, “How the hell should 
I know?” The group laughed and I told D to 
leave the chapel and run around the drill field 
(144 mile) and think it over. The group looked at 
D as he turned, walked out of the chapel and 
ran around the drill field. He returned and the 
group looked expectantly when I asked if he had 
thought it over and reached a conclusion. He 
said, “Yes sir, it should be done like the Army 
says.” The group laughed and I smiled and asked 
D what the Army says about marching. He 
glowered and visibly repressed his feelings. He 
hesitated, and remarked, “In order, quietly and 
as commanded.” I looked pleased and asked D 
if the group had met those requirements. Look- 
ing down at the floor, he said, “No” and looking 
up, added, “We did alright after the first time, 
but were all punished for a few wise guys.” The 
group looked approvingly and I asked D if each 
time the group didn’t fail to meet one of the 
requirements he listed. Annoyed and frustrated, 
he said loudly, “Yes, but it was just one or two 
rehabilitees. How would you feel if you had to 
jump up, run out, fall back in and then do it all 
over again?” The group waited for my reply and 
I told D that I too, would be angry and frus- 
trated. Hurriedly he said, “Why in the hell should 
it just happen to us?” 

I looked understandingly at the group and told 
them that the Center is a place to prepare to 
return to duty and our standards should be as 
high or higher than in a regular outfit. I ex- 
plained that in life and especially in the Army, 
there are many unpleasant things we all must 
do, that many things might seem unreasonable 
and capricious but they all have a reason. I 
further explained that one way we can learn is 
to do what is expected until we have it perfect. 
I made the point that often, we as individuals, 
think we are doing very well but are only doing 
fair or even poorly compared to others or to what 
we are capable of. I cited several examples of 
men finding their potentialities higher than they 
imagined. The men listened without attempting 
any comment and gave me the impression of 
passive resistance. 


The Authors’ Approach: 


The authors’ method is a combination of the 
analytic, and it is believed, approximates the 
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atmosphere of the family and society as a 
whole. This is considered advantageous, inas- 
much as the therapeutic process then is more 
a part of the past and future life processes 
of the individual. 

As in the group psychotherapy described 
by Wender, the therapist is an active par- 
ticipant. He often acts as father figure, exert- 
ing a definite controlling influence over the 
more disruptive members of the “family,” but 
only when indicated. He provides material 
leading to “‘catharsis-in-the- family” and at- 
tempts to allay guilt and anxiety feelings 
aroused in the “washing of the dirty laundry.” 
He, in concert with individuals and sub-groups 
within the group, instills insight into the re- 
lationship between the individual’s past char- 
acter and personality trends, the offense for 
which he was sentenced, his present difficul- 
ties and the group’s values and mores. There 
is active, specific analysis by the group of all 
situations which disturb the individual. The 
rehabilitees find themselves not to be unique 
and soon learn to participate freely, and show 
definite transference. They mercilessly tear 
themselves down, then attempt rebuilding 
from the wreckage. The accentuation is on 
the positive values and more mature attitudes. 


Example of Authors’ Approach: 


The hour started with a remark by C, one of 
the men, that he believed that he was going to 
a disciplinary barracks Friday. I asked the re- 
habilitee how he felt about leaving and he re- 
plied, “I don’t want to go to the disciplinary 
barracks and get a dishonorable discharge, but 
if that is where they want to send me, then I 
can take it.” Several of the rehabilitees mumbled 
approval of this remark and one yelled, “Send 
me too. I am sick of this place.” The group 
laughed and one of the men yelled, “He is frus- 
trated!” (As a result of the didactic presentation 
of psychological concepts, the rehabilitees have 
acquired a vocabulary of psychological terms.) 

I turned to the group and asked what they 
thought of the last two remarks. A rehabilitee 
said, “They are disgusted and have lost hope.” 
I asked C if that was true and he said, “I guess 
so.” I asked C if he could think of other times 
when he gave up hope easily. He looked thought- 
ful, laughed self-consciously and said, “Yes, 4 
lot of times.” I waited and he continued, “! 
wanted to get along in the Army but I quit after 
the 1st Sgt. picked on me.” The men all laughed. 
I waited until the rehabilitees quieted down, and 
reminded them that C has a problem and we 
are to help him understand himself and find 
ways of getting along in the Army. 
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I asked C if he could think of other times he 
had stopped trying. He said, ‘Sure, I quit a lot 
oi jobs and I quit school, even if I did want to 
graduate.” I asked him if he could think of 
reasons why he stopped when he wanted to con- 
tinue. He replied, “No, what the hell is the use? 
I can’t make it anyway.” I asked C if he could 
think of reasons why he can’t make restoration. 
With pent up emotion he said, “I hate this place. 
They are always pushing you around making 
you do things you don’t want to do.” I asked C 
if people pushed him around more than others 
and he heatedly replied, “I like to do as I please 
without people sticking their noses in my busi- 
ness.” “Why,” I asked, and C disgustedly replied, 
“Because that is what I want.” 

The group remained tense and alert through 
the interaction between C.and myself and in 
whispers expressed approval or disapproval. One 
of the rehabilitees said, “C wants his own way 
all the time and when he can’t have it, he quits.” 
Another yelled, “Quit brown nosing, C is right.” 
As the rehabilitees quieted down, I asked the 
group if we could examine all that had been said 
and try to arrive at a conclusion. 

I asked the group for possible reasons why 
people have trouble getting along and want to 
quit. I received a scattering of varied responses 
from —‘‘Nobody can get along in the Army,” to 
“Never learned to get along.” I asked K what he 
meant by “never learned to get along.” He re- 
plied, “‘C always had trouble adjusting to.people.” 
C looked a little confused and said, “I get along 
all right outside the Army.’ The rehabilitees 
laughed and C’s face became red, and he looked 
angry. I reminded the men that we are helping 
C and his problem is also a problem that many 
of us have and how people can feel they get along 
but actually they aren’t doing very well. 


K said to C, “You didn’t get along because you 
had trouble everywhere.” C said, “Only with some 
people.” I asked C what kind of people he had 
trouble with and he replied, “People who pick 
on me.” I asked him what kind of people “picked 
on” him and he said, “A lot of b who don’t 
like anybody.” C became conscious of the smiles 
of the group and its enjoyment of his confusion. 
I helped C feel more at ease by asking him to 
tell us about people he did get along with and 
liked. He told of a man who played ball with him 
who lived next door to his home and several 
friends of his adolescence. 

I asked C if the people he had most trouble 
with weren’t people in authority. C looked guilty 
and said, “I guess so but that is because they 
pick on me.” I asked him if the people who 
“picked on him” also “picked on” everybody else. 
He looked confused and annoyed and said angrily, 
“I don’t know and don’t care.” I asked K, a more 
analytical rehabilitee what he thought of this, 
and he said, “C has trouble getting along with 
people and won’t admit it.” I asked L, another 
renabilitee if he thought this was true and he 
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replied, “Well, C can’t be right and the world 
wrong.” C yelled, “Sure, I am wrong a lot, we 
all have faults.” I asked C if he believed that 
statement and he replied he did. I asked him 
what he thought was his biggest fault. He re- 
plied, “My temper, I blow my top too easy.” I 
asked him if he could tell us about this, and as 
the session closed, he was reciting his impatience 
with people who attempted to restrain him, losing 
control when responsibilities mount and his gen- 
eral inability to conform. 


IV. THE THERAPEUTIC SESSION 


The large session is employed to introduce 
subject matter and set the tone and pace for 
the smaller ones. The therapist does this 
through first modulating the group’s mood 
by: (1) adoption of a breezy, outgoing man- 
ner, actively drawing the group into action; 
(2) an inspirational talk; (3) music appro- 
priate to the subject matter. The music may 
be provocative, sedative, moody, convivial, etc. 
Free expression is encouraged during the 
music and also during any phase of the ses- 
sions, if done in a social manner acceptable 
to the group. 


Frequently, a self-explanatory visual aid, 
usually consisting of color slides, and read 
aloud by the therapist, is projected in a semi- 
darkened room with an appropriate musical 
background. The subject matter is couched 
in “GI” language, enlivened by semi-humor- 
ous characters in life situations similar to 
those experienced by the audience. The per- 
missive atmosphere results in a great deal of 
group interplay concerning the characters 
displayed, and emotionally laden verbal iden- 
tifications with, and rejection of, the charac- 
ters on the screen. 


Following the visual presentation, which 
lasts 10 to 15 minutes, there is free, uninhib- 
ited, lively discussion of the subject matter, 
in which the therapist injects analytical in- 
terpretations and encourages the rehabilitees 
to apply the subject matter to themselves. 
Interaction between exponents of mature 
and childish interpretations is marked by 
frequent, specific, semi-voluntary applications 
to the individual. The guilt feelings engen- 
dered are allayed by the therapist and group 
acceptance. Termination of the sessions is 
frequently difficult because of the desire of 
the group to continue the interactive process, 
which it finds to be stimulating and gratifying. 
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The Therapeutic Program: 


There are three main phases in the group 
therapy program for both individuals and 
groups: Preliminary, Analytical, and Synthe- 
sizing. In the phases described there is neces- 
sarily a great amount of overlapping. Also, 
each group therapy session contains elements 
from all of the phases. Group therapy, if it 
is to be effective, must be a vital and dynamic 
force interwoven in the lives of the people 
it is trying to help. The therapist should 
never become so engrossed with presentation 
of planned material as to lose touch with the 
realities of life as they are experienced by 
the rehabilitees. 


Preliminary (Nine weeks) 


This might also be referred to as the orien- 
tation and informational phase of the pro- 
gram. Its purpose is to give to the rehabilitee 
a working understanding of psychological 
phenomena and how these affect his behavior. 
Concepts from the social sciences are pre- 
sented to the rehabilitees in the form of in- 
formal mental hygiene lectures. The concepts 
are presented in simple language and as they 
are being developed the rehabilitees are en- 
couraged to give examples from their civil 
and military experiences. The group and 
therapist then examine this particular ex- 
perience in relation to the concept being dis- 
cussed. 


First Week 


I. Orientation 
A. Rehabilitation Center 
1. Talks by Officers 
a. Personnel 
b. Custodial 
c. Psychiatric 
B. Group therapy—What is it? 
1. Lecture with color slides 
a. Series I(a) 


d. Red Cross 
e. Chaplain 


Second Week 


I. Restoration 
A. “On the Ball” at the Center 
1.Thorough going change to insure 
against future breakdown. Color slides 
1(0) Poster No. 1. 
B. The Center as The Place to train for res- 
toration. 


Third Week 


I. Mental Hygiene 
A. Human Personality—What makes a man 
bad? 
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1. General presentation with historical r 
ferences (“Evil Spirit” idea, etc.). Colcr 
slide Series 1(c). 


Fourth Week 


I. Mental Hygiene 
A. Human Personality 
1. Development—Role of parents and sib- 
lings. Color slides Series 1(d). 


Fifth Week 


I. Mental Hygiene 
A. Personality Development 

1. Childhood—needs of child. What makes 
kids act like kids? Color slide Series 
1(e). 

2. Methods of satisfaction with establish- 
ment of (a) systems of projection, ra- 
tionalization, identification; also (b) 
levels of behavior, bed wetting, truancy, 
negative behavior, and dependency. 
Kiddie habits. How long did yours last? 
Color slide Series 1(f). 


Sizth Week 


I. Mental Hygiene 
A. Personality Development 

1. Adolescence—needs of growing person 
and methods of satisfaction, with 
special attention to above mentioned 
thought and behavior patterns. What 
makes kids grow up? Color slide Series 
1(g). 


Seventh Week 


I. Personality Development 
A. Review of prominent methods of escape 

from reality. 

1. Day dreaming 

2. Hookey 

3. Preoccupation with the past 

4. Projection. (putting responsibility on 
others for one’s difficulties). Running 
away, How do we flee? Color slide 
Series 1(h). 


Eighth Week 


I. Personality Development 
A. Job adjustment 
1. A period of crises in which the per- 
sonality is placed under tension. Eluci- 
dation of the strains. Jobs, What about 
them? Color slide Series 1(j). 
B. Induction into Army 
1. As under A. Authority—Why have it? 
Color slide Series 1(k). 


Ninth Week 


I. The way the human personality develops pa'- 
terns of expressions. Flux as a factor in de- 
velopment 
A. Present behavior patterns as a result of 

or continuation of all the person’s expe?- 
iences. 
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B. Joe Smith 1920 not Joe Smith 1930; not Joe 
Smith 1940 and Joe Smith December 1943 
is not Joe Smith July 1944. 

C. Did you flux today? Color slide Series 1(1). 


Analytical (12 weeks) 


The rehabilitees acquire during the pre- 
liminary phase of the Group Therapy pro- 
gram not only an understanding of mental 
hygiene concepts but also an appreciation of 
the program as a means to help them to re- 
turn to duty. A heightened feeling of freedom 
in the group environment enables the rehab- 
ilitees to bring to the surface their own par- 
ticular problems for analysis. In the early 
phase of the program the rehabilitees were 
also prepared to look at their confinement 
not as a chance arrangement of circumstances 
but as a result of their inability to make an 
adjustment. The need for the rehabilitee to 
change and make modifications was stressed 
and with this as the focal point, the analy- 
tical phase begins. 

The rehabilitee presents his problem of ad- 
justment to the Army or Center in the group 
and the therapist lets the group analyze his 
problem from what they know about human 
behavior. The therapist’s role now is to guide 
the analysis in terms of a realistic appraisal 
of the situation. When the members of the 
group become either childish, unrealistic or 
vague in their analysis, the therapist enters 
to guide them back to reality. If the behavior 
perplexes the men and they are unable to 
understand its implications or dismiss it as 
unimportant, the therapist points out to the 
group how it might be discussed and under- 
stood. Occasionally at a fortuitous moment 
the therapist introduces a new concept to 
make the situation more clear to the re- 
habilitees. 

It is during this phase that the group has 
its greatest interaction. The rehabilitees are 
sometimes merciless in their analysis and too 
eager to find weak points in the armor of 
some of their fellows. It is during these some- 
times excessively tense moments that the 
therapist must enter the picture and make 
clear what is happening to the group. When 
the rehabilitee is stripped of his psychological 
Clothing by his fellows, the therapist helps 
make him more comfortable. The therapist 
Supports and strengthens the hesitant or 
meek rehabilitee with positive values and 
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exposes the weakness of the anti-social bully 
to the group. Also, the therapist must some- 
times make clear the behavior of the child- 
ish, noisy rehabilitee who clamors constantly 
for the spotlight. 

The role of the therapist during this phase 
of the Group Therapy program is to constant- 
ly guide the group toward a true appreciation 
of the implications of behavior in terms of 
reality. During this phase, the following topics 
are introduced to the groups as analysis de- 
velops. 


First and Second Week 


I. A.W.O.L. and Desertion 
A. Reasons soldiers give for going A.W.O.L. 
B. The reasons beneath the surface. 
C. Why did I go AWOL? Color slide Series 
2(a). 


Third and Fourth Weeks 


I. The ways different personalities at different 
levels of development respond to authority 
A. Child—-Parent 
B. Teacher—Pupil 
C. Employer—Employee 
D. Officer—Enlisted man 
II. The role of authority 2(b). 


Fifth and Sixth Weeks 


I. Problems of adolescence 
A. Needs of personality in adolescence in re- 
lation to resistance to authority 
1. Application to the Army. 


Seventh and Eighth Weeks 


I. Alcohol 
A. Personality defects of the alcoholic 
B. What the inability to control 
means in a military environment 
C. What makes a man drink? Color slide 
Series 2(c). 


drinking 


Ninth and Tenth Weeks 


I. Fear 

A. Its relation to the functioning of the per- 
sonality 

B. Fear of the unknown 

C. How fear can be overcome 
1. Confidence 
2. Training 
3. Morale 
4. Understanding of its role. 

D. Fear—What makes us afraid? Color slide 
Series 2(d). 


Eleventh and Twelfth Weeks 


I. Levels of loyalty 
A. Self 
B. Family 
C. Gang or play group 
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D. School 

E. State and nation 

F. Loyalty—What makes for it? Color slide 
Series 2(e). 


Synthesizing 
(Five weeks to restoration to duty) 


As individuals and groups near the end of 
the therapy program, the totality of ex- 
periences encountered in thc Rehabilitation 
Center is analyzed and syiiiuesized. The re- 
habilitee is encouraged to look at the events 
of his six to eight months in confinement in 
light of his present feelings. The differences 
in the attitudes of various rehabilitees are 
analyzed and possible reasons for these dif- 
ferences examined and explained. The effort 
of the therapist at this point is to clarify 
for the rehabilitee his feelings about his con- 
finement and to help him ventilate his re- 
maining hostilities and antagonisms. The 
therapists and the group help the rehabilitee 
to understand his feelings in relation to his 
personality. All that has been learned is used 
to point out to the rehabilitee how he can 
control his feelings or discharge them in a 
socially acceptable manner. Also during this 
phase, the group examines problems which 
will arise when they are released from con- 
finement. The feelings they have in such 
Situations are discussed and explained, and 
methods suggested for handling and manip- 
ulating their environment. 

The following topics are discussed during 
this phase: 


First Week 


I. The way the personality works out new lines 

of conduct 

A. Profit by personal experience and exper- 
ience of others 

B. Adoption of patterns of expression which 
satisfy ourselves and are acceptable in the 
social situation 

C. Color slide Series 1(L) or Series 3(a). 


Second Week 


I. The Rehabilitation Center as a replica of the 
army where men can find patterns of expres- 
sion acceptable in military situations 
A. Learning under stress and strain the pos- 

Sibilities of their personalities 


Third Week 


I. The ways people learn, and the fact that some 
learn acceptable patterns of expression more 
slowly than others 
A. Learning on an intellectual level 
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B. Learning on an emotional level 
C. Learning on a physical level 
Fourth Week 


*. The problems confronting a rehabilitee after 
his restoration, to duty 
A. The Center as a protective environment 
B. His conception of himself 
C. The way his confinement here affects his 
relations in the army 
1. Chip on shoulder—aggressive conduct 
2. Guarded, suspicious, fearful conduct 
3. Accept confinement as a fact about 
himself 
D. Adjustment to the new outfit 
1. The way the group views “outsiders” 
2. How an “outsider” becomes an “in- 
sider” 
Fifth Week 
I. The resources of the army for and to per- 
sonnel 
A. What the army has done to relieve soldiers 
from worry about their personal problems 
B. Laws passed to benefit soldiers and what 
is available for soldiers under these laws 
C. Color slide Series 3(b). 


Small Groups: 


The small groups, of which there are 12, 
each of 15 to 35 men, allow for more pointed 
analytical discussions and interaction. They 
are conducted by enlisted personnel qualified 
as Assistant Personnel Consultants, specially 
trained at this Rehabilitation Center. The 
material presented and discussed in the large 
sessions is examined in a more homogenous 
group, allowing greater individual participa- 
tion. The division is into: (1) Aggressives, 
(2) Depressed and Withdrawn, (3) the “Nor- 
mal,” and (4) the Introductory. Each group 
has three fifty minute sessions weekly. At 
daily staff conferences, group and individual 
progress is discussed and, if indicated, re- 
habilitees are shifted from one group to an- 
other. Therapists also are moved from group 
to group so that rehabilitees have an oppor- 
tunity to relate themselves to different per- 
sonalities in a therapy situation and not de- 
velop emotional dependence on any one 
therapist. 

The therapeutic process here is essentially 
similar to the terminal phase of the large 
group session with more thorough mirroring 
of the individual’s life history by the therapist 
and group. The homogeneous nature of the 
group results in somewhat less group inter- 
action. However, there is increased topical 
focalization and analytical depth. 
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The Aggressive Subgroup: 


The noisy, disruptive and overtly antagon- 
istic rehabilitees are in this group. The num- 
ber varying from 20 to 40. The authoritarian 
approach is necessary at first (“You speak 
our language, Sir’), but as the group becomes 
more secure and mature, the analytic colora- 
tion of the sessions increases. The group itself 
acts as the censor of the antisocial trends. 


In a loud, noisy manner, M, a tall, forceful, 
garrulous rehabilitee, started to shout about how 
society cheats the individual. He said, “The sys- 
tem is all wrong,” and with increased emotion, 
“The individual hasn’t a chance.” I looked at the 
group, several of the men started to “boo” and 
yell, “Are we going to get that old stuff again 
today?” M turned angrily to the men to reply, 
but I stopped him. I explained to M that we 
could not completely utilize the group’s time to 
talk about things that are of interest only to 
him. He “sulked” but when I called Jater on him 
to comment on a point made by another re- 
habilitee, he did so and the group listened to him. 


In the aggressive sessions, the therapist 
must be outgoing, think quickly and give 
the impression of physical courage. Lack 
of the ability to “speak their language,” es- 
pecially in the early phases of the group’s 
growth, will result in diminished attention 
and rapport. Upon this rapport depends 
the ability of the rehabilitees to inte- 
grate the experiences in the _ therapy 
sessions with the past. Experiences in the 
sessions will be inadequately assimilated if 
the therapist does not keep the group focal- 
ized on the subject matter on hand, away 
from a “gripe” atmosphere. The negative rap- 
port found in good measure in these groups 
decreases as the group learns the advantages 
of positive attitudes and rewards compliance 
of the overtly antisocial with acceptance. 
Visual aids and gestures, anything to add 
color and movement to the sessions, serve to 
keep attention focussed on the subject, a dif- 
ficult problem with the volatile aggressives. 


Depressive Subgroup: 


This group is composed of quiet, withdrawn, 
passive rehabilitees, mostly mental defec- 
tives, with an admixture of schizoid person- 
aities. It is as large as the aggressive group, 
20 to 40. A cidactic-paternalistic approach, 
wnoere the therapist encourages and “draws 
Out,” but does not coerce the individual, is 
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employed. As the men become secure and 
active, the analytic technique is brought into 
play. Occasionally more assertive and ad- 
vanced rehabilitees are placed in the group 
to start the “analytical ball rolling.” 


B, a withdrawn, shy, slightly effeminate re- 
habilitee, had his coat collar pulled over his ears, 
and slumped in a chair at the fringe of the group, 
pretending to be asleep. I looked at him and asked 
the group if anything was the matter with B. 
They looked puzzled, turned and stared at B. He 
moved uncomfortably in his chair and finally 
said, “I am tired.” A few group members laughed, 
and said, “Hell, we are all tired.” I asked B what 
had tired him and he replied, “This life, never 
having time to rest.” I asked B ii he minded it 
more than others, or if he had more to do than 
the other rehabilitees. He flushed and said, “No, 
but I have problems.” The group became sym- 
pathetic and I asked B if he cared to tell us about 
his troubles. He hesitated and replied, “What is 
the use. I am stuck here and nobody can help 
me.” One group member said, “B can’t solve his 
problem until he does something about it instead 
of sitting and dreaming all day.’’ The discussion 
started around how people solve problems and 
slowly I drew B into the interaction. 


Superficial comparison with the aggressive 
session reveals significant difference in the 
amount of rapport. Attention and focalization 
are somewhat greater. This can be accounted 
for by an impoverishment of thought which 
keeps them from wandering to other topics 
or to form cliques. To raise and intensify 
the rapport the therapist must actively 
mobilize vocal group approval and acceptance 
of the more passive members on their display 
of any activity. Since active participation is 
paramount and this group of mental defec- 
tives and schizoid personalities develops group 
attitudes slowly and painfully, active leader- 
ship on the part of the therapist is necessary. 
The therapist at times must protect the 
rehabilitee from his own guilt feelings and 
the group’s “kidding” as he lays aside his 
asocial cloak, until such time as he and the 
group come to accept each other. Visual aids, 
music and dramatics are of great value in 
this group. 


The “Normal” Subgroup: 


In this group are gathered the essentially 
normal rehabilitees, those with simple adult 
maladjustment and the mildly psychopathic 
who have shown sufficient progress in other 
groups. A significant number of these men 
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have sufficiently resolved basic conflicts and 
are matured enough to adjust to a more 
analytical, less controlled atmosphere. The 
therapist need not be as outgoing, but must 
be as nimble as in the aggressive group. The 
greater analytical depth achieved requires a 
more extensive knowledge of psychological 
concepts and psychotherapeutic techniques. 


As the hour started, C remarked, “I would like 
to know if I have changed. I have tried hard to 
correct my faults and I would like to know if I 
have made progress.” The rehabilitees nodded 
their heads in consent when I asked if we should 
spend the hour helping C find some answers to 
his questions. 

I asked C to tell us about his difficulties and 
his progress. He said, “I used to lose my temper 
and get in lots of fights. I am in here for in- 
subordination.” I asked C to tell us about his 
temper and he replied, “Well, I always had trouble 
with my temper. When I get mad, I either fight 
or else walk off by myself.” Since the group made 
no comment, C continued, “Since I have been 
here I have been sore lots of times but I under- 
stand it better and I have control. I ain’t afraid 
to talk in the group and I have been acting 
non-commissioned officer and did all right.” 

The hour was spent by the group in analyzing 
with my help, what C had said. The group, re- 
cognizing his effort, encouraged him to make 
progress. As the hour closed, the group suggested 
ways C could make more progress. 


Attention and rapport in all phases are 
greater than in the other groups. The session 
needs less control to prevent a “gripe” atmos- 
phere. Usually the attitudes expressed are 
positive, and negative transference is min- 
imal. The group cohesiveness is more pro- 
nounced and it exercises greater control of 
any antisocial members. The men feel more 
secure about themselves in the group con- 
text and have a feeling of “going somewhere.” 
There is more self-acceptance of inadequacies 
and conscious effort to use the group and 
therapist in the reintegration of the person- 
ality around socially accepted cultural values. 


Example of Modified Psychodrama in a 
“Normal” Subgroup: 


Today I told the rehabilitees that they could 
select a chairman, set up a restoration board and 
select group members to represent officers in 
charge of various sections connected with their 
restoration. The rehabilitees selected G to be the 
chairman of the board and P and T to be the 
other two members. There was animated discus- 
sion before they selected the other members, but 
all differences were settled in a cooperative way. 
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H said he would like to appear before the 
“poard” and the rehabilitees agreed on his can 
didacy. The three “board members” sat behind 
a desk and the “officers” in charge of sections 
sat along the side of the room. 

H walked sharply to the table, gave a good 
military salute to the chairman and waited until 
told to be seated. The chairman asked H why he 
wanted to restore to duty and he replied, “I want 
to fight for my country.” The chairman looked 
at him doubtfully and asked, “Why didn’t you 
think of that before you got in trouble?” H looked 
at him, and with emotion, said, “I always wanted 
to fight for my country.” The chairman, appar- 
ently sensing H’s feelings, shifted his questions 
and asked what branch of the service he was in 
prior to his court martial. H replied with pride, 
“The Combat Engineers.” Another ‘board mem- 
ber” asked H if he thought he would like to go 
back to that branch of service. Quickly, He said, 
“Very much.” The other “board members” asked 
H if he thought he had learned enough at the 
Center to be able to return to duty and not get 
in trouble. H said, “Yes, I think so. I have learned 
to control myself and take orders.” The chair- 
man looked at him skeptically, and said he would 
call on the “officers” in charge of the various 
sections and find out if that were true. 

The first “officer” called was the Chaplain. 
The group selected K, a tall humorous negro boy 
for this role. He arose with a pious look and told 
the chairman that H did not impress him as a 
very religious person. He had only talked to him 
twice but on both occasions H had left the im- 
pression that he wasn’t interested in religion. K 
told the board that the minister from H’s home 
town had written and said that H had a good 
religious background, but in recent years his 
church attendance was infrequent. 

The next “officer” was the education and voca- 
tional training officer. He looked H over and 
said his reports indicated H had done a fair job 
at radio school but he believed he could improve. 
He added that in his opinion H was ready for 
restoration. 

The third “officer” was the Center’s psychia- 
trist who came forward with a pompous and 
scholarly air. He said, “As I look at H’s behavior 
in the Center, I am of the opinion he could 
profit by a few more months of training.” H 
looked at him disappointedly and the “psychia- 
trist’”’ added, “However, I believe we should con- 
sider the fine adjustment to the situation he has 
made here and give him another chance.” H’s 
face brightened and he looked pleased. 

Then the Custodial officer reported. He told 
the “board” that only once was it necessary to 
take disciplinary action against H. The incident 
occurred four months ago when H wore bathing 
sandals instead of shoes on K.P. and the Mess 
Sgt. reported him. H was about to explain, but 
the chairman motioned to him to be quiet. 

The last “officer” was the “Plans and Trainin 
Officer.” He got up and looked at H and sai 
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‘He can be a good soldier when he wants, but 
too often he falls down and just fools around. 
He talks in ranks and on one occasion he smoked 
in ranks.” H got angry and said, “But nobody 
knows about that!” All the rehabilitees laughed. 

The “board members” discussed the fate of H 
in whispers and got into an argument. Finally 
the chairman said to H, “One of us wants to 
restore you, but two of us believe we should hold 
you until you prove on the drill field you can be 
a good soldier all the time.” H appeared quite 
crestfallen as he listened to the decision. 

I asked the other rehabilitees if they liked this 
sort of thing, and what criticisms they had to 
offer. They expressed group approval and I asked 
what they got out of sessions like this. H said, 
“It gives me a feeling of how I will feel when 
I get before the real board. I was a little nervous 
when I walked up before the ‘board.’” The re- 
habilitees laughed good naturedly at H’s com- 
ment. I asked G, the chairman, how it feels to 
be chairman of the “board” and he replied, “I 
started to look at H differently than I did be- 
fore.” I asked him what he meant by this re- 
mark and he said, “I don’t know how to explain 
it.” I asked the rehabilitees if ‘part of it wasn’t 
that when we act like somebody, we have to do 
things people in their position do.” I gave them 
several examples of the ways people live up to 
the expectations of their reles. I asked the re- 
habilitees if they could bring it closer to home, 
and received a few off-the-subject examples. I 
asked the rehabilitees if they didn’t feel a little 
differently as parolees than as non-parolees. This 
made it more clear and about half the rehabilitees 
nodded that they do feel differently. I told the 
rehabilitees that when they start to feel and act 
like soldiers, people look at them as scldiers. One 
rehabilitee said this is true because he felt like 
a soldier, not a prisoner, when he put on his uni- 
form. Another rehabilitee told of reading about 
a man being helped by getting a shave, haircut 
and a new suit. I tied up all of this with the at- 
titude they have toward themselves, to each other 
and the Center. 

The men were able to offer criticism and H 
was able to accept it. I pointed out to H that our 
most severe critics are our best friends when they 
want to help us. The rehabilitees were able to 
conduct the meeting with little or no supervision 
on my part. They cooperated with their chairman 
and seemed anxious to prove to me they could 
do it on their own. 


The Introductory Subgroup: 


This group varies in size with the admission 
rate and the rate of progress of its members, 
numbering 15 to 25 rehabilitees. It is hetero- 
g-neous, containing a composite of the Cen- 
tcr’s population. It 1s used to orient the in- 
d vidual to the program and the program 
t. the man. When the rehabilitee’s person- 
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ality is sufficiently evaluated by the therapist 
for classification, he is moved to another 
group. In addition to the evaluation, there 
must be evidence of development of feeling 
for the group and some intellectual appre- 
ciation of the objectives of the Center. 

Here, the preliminary phase of the ther- 
apeutic program is emphasized, the presen- 
tation is didactic, and guarded attempts made 
at drawing the group and the rehabilitee into 
analytical discussions. Group cohesiveness is 
weak and diffuse attempts at fostering it 
are made. Catharsis and “airing of gripes” 
are encouraged and the therapist extends 
every effort to provide a sympathetic accep- 
tant atmosphere. 


Guides for Therapists: 


In the training of the enlisted therapists, 
the following objectives are emphasized: 


(1) The therapist should have sufficient inner 
balance and broadness of perspective to remain 
objective in contact with socially undesirable 
individuals. 

(2) The therapist should accept the rehabilitee 
as is, in order to foster the rehabilitee’s freedom 
of expression. 

(3) The therapist should encourage group ac- 
ceptance of the individual, however asocial or 
antisocial the rehabilitee may be. (With growing 
realization of the non-uniqueness of his troubles 
he should learn to accept help). 

(4) The therapist should encourage the group 
to act as interpreter between the individual and 
reality. (The group as a social experience in its 
evolution toward the values of society as a whole 
should reward the individual with security and 
acceptance as he learns to adjust). 

(5) The therapist should be non-critical, but, 
as indicated, discreetly encourage the positive 
elements in the group. (Reemphasizes (2), the ses- 
sions should be guided, not dominated). 

(6) The therapist should not invade the priv- 
acy of the individual. 

(7) Humor of any kind should be encouraged. 

(8) Evaluation of one’s attitudes toward the 
group before and after each session should be 
made. 

(9) The material scheduled for discussion is 
of secondary importance to that provided by life 
situations; i.e., use what's on the rehabilitees’ 
minds, staying away from a “gripe” atmosphere. 


V. APPLICATION TO CIVILIAN 
PENOCORRECTIONAL INSTITUTIONS 


The “gang spirit” has long plagued civilian 
reformatories, homes for delinquent and de- 
pendent children, and penitentiaries. This 
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expression of group cohesiveness has usually 
resulted in the molding of the attitudes of 
those in confinement in a “prison-wise,” 
basically anti- or asocial manner. 

Efforts for the utilization of this very “gang 
spirit” in the socialization of the socially 
deviate, through group psychotherapeutic 
methods, would appear to be indicated. Im- 
portant to its experimental utilization by civil 
penocorrectional institutions is the stress laid 
in the adaptation of the social deviate to 
the demands of society. 


VI. COMMENT AND SUMMARY 


The methodology for the group treatment 
of the individual with psychopathic traits 
presented in this paper rests on a dynamic 
concept of the psychopath. Failure in the 
treatment of the psychopath has been usually 
ascribed to the lack of transference between 
the affect-poor individual and the therapist. 
It is believed by the writers that the psycho- 
path in a favorable group setting is able to 
achieve a certain degree of transference, 
the mechanism of which is still obscure, 
ence, the mechanism of which is still obscure, 
and to undergo consequent personality growth. 
It has been the experience at the Center to 
observe this growth. 

An adequate check as to whether the re- 
stored rehabilitee relapses on removal from 
the group is impossible because most of those 
restored are overseas, beyond range of our 
reportorial system. Existing statistics show 
that 78 per cent have made a satisfactory 
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adjustment to the Army for a period of three 
months, 13 per cent are AWOL or in confine- 
ment, 6 per cent of whom have returned to 
general prisoner status), 4 per cent honorably 
discharged, and no report received on 5 per 
cent. 

The short term, institutional results have 
been gratifying: the prison atmosphere ex- 
pected in a place of confinement is largely 
absent, and the aggressive psychopath can 
hardly be distinguished, so “softened” is he 
by the group analysis and interaction. 

The general appearance and conduct of 
the rehabilitees has been favorably comment- 
ed on by numerous inspecting authorities. 
The majority of the rehabilitees have co- 
operated wholeheartedly and constructively. 
Many of the rehabilitee leaders who have, in 
the past, demonstrated psychopathic traits 
have proven responsible and positive in their 
participation. 

Application of the method of approach of 
the Army Rehabilitation Center, and the 
group psychotherapy program which epitom- 
izes it, is recommended to civilian penocor- 
rectional institutions. 
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ROGERS MEMORIAL SANITARIUM 


OCONOMOWOC, WISCONSIN 
Telephone 448 


A PRIVATE sanitarium (incorporated not-for-profit) for the treatment of 


Diseases of the Nervous System 
All aprroved methods of therapy are used 
Resident Physicians 
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CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7347 
Member American Hospital Ass’n. and Central Neuropsychiatric Hospital Ass’n. 


— Approved by The American College of Surgeons — 


NORTH SHORE HEALTH RESORT 


WINNETKA, ILLINOIS 
On the Shores of Lake Michigan 


@ Homelike Environment A completely equipped Sanitarium 
for the care of nervous and mental 

@ Attractive Furnishings disorders, alcoholism and drug ad- 
diction, offering all forms of treat- 

@ Spacious Landscaped Grounds ment, including electric and insulin 
shock. 

@ Moderate Rates Attractive restful surroundings for 
convalescents. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 
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Garceau Electroencephalographs 
No Batteries A. C. Operated 
Require No Shielding Inkless Writing 
Prompt Delivery Shipped Ready to Run 


The Junior Garceau Electroencephalograph 


A simplified inexpensive instrument for recording 

electrical potentials of the brain. Built-in interfer- 

ence eliminators permit use anywhere. Inkless 

records — no photography or film-development 

required. Instantaneous localization with any 2 of 
the 10 provided leads. 


All Garceau Electroencephalographs operated entirely 
from the 115 volts, 50 or 60 cycle power lines. 


Electro-Medical Laboratory, Inc. 


Holliston, Massachusetts, U. S. A. 


ANOUNCEMENT OF EXAMINATION 
FOR CERTIFICATION IN NEU- 
ROLOGY AND PSYCHIATRY 


The tentaive dates and location of the 
next examination for certification in 
Neurology and Pshychiatry are May 
15th, 16th, and 17th, 1947, in Phil- 
adelphia, Pennsylvania. Applications 
should be in the hands of the Secre- 
tary 90 days before the examination is 
scheduled. The last possible date for 
filing is March 1st, 1947. 


Dr. F. J. Braceland, 102 Second Avenue, 
Rochester, Minnesota is the Secretary 
of the Board. 


COSTEFF SANITARIUM 
NERVOUS AND MENTAL DISORDERS 
Shock Therapy (Insulin, Metrazol, Electroshock) 


Home Environment 


FENWICK SANIT. 


HARRY COSTEFF, M.D. 
Psychiatrist 


1109 N. Madison Avenue — Peoria 3, Illinois 


Telephone — 4-0156 


IUM 
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COVINGTON, LOUISIANA 
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ROY CARL YOUNG, M.D., Medical Director 
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JAMAICA PLAIN, BOSTON 30, MASS. 


A small, attractively located sanitarium for nervous, mild mental 
or chronic illnesses. 


MABEL D. ORDWAY, M.D. 
6 Parley Vale 


Tel. Jamaica 0044 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest private sanitaria in the United States. 
They offer private, individual, specialized care to the patient. 


BALDPATE, INC. 
Georgetown, Mass. 


' HARDING SANITARIUM 
Worthington, Ohio 


BEVERLY HILLS SANITARIUM 


Dallas 11, Texas 


KENILWORTH SANITARIUM 
Kenilworth, Illinois 


CHESTNUT LODGE SANITARIUM 
Rockville, Maryland 


NORTH SHORE HEALTH RESORT 
Winnetka, Illinois 


COSTEFF SANITARIUM 
Peoria 3, Illinois 


RING SANATORIUM AND HOSPITAL, 
Inc. 


Arlington, Massachusetts 


COMPTON SANITARIUM and 
LAS CAMPANAS HOSPITAL 


Compton, California 


ROGERS MEMORIAL SANATORIUM 
Oconomowoc, Wisconsin 


COYNE CAMPBELL SANITARIUM, Inc. 


Oklahoma City 3, Oklahoma 


SAINT ALBANS SANATORIUM 
Radford, Virginia 


DETROIT MEDICAL HOSPITAL 
Detroit 14, Michigan 


ST. JOSEPH SANITARIUM 
Dubuque, Iowa 


ELMLAWN (The Wilgus Sanitarium) 
Rockford, Illinois 


STOKES SANITARIUM 
Louisville 4, Kentucky 


FENWICK SANITARIUM 


Covington, Louisiana 


THE RETREAT. Inc. 
Des Moines 12, lowa 


FOREST SANITARIUM 
Des Plcines, Illinois 


TUCKER HOSPITAL 
Richmond 20, Virginia 


GLENSIDE 
Boston 30, Massachusetts 


TWIN ELMS 
Syracuse, New York 


WINDSOR HOSPITAL 
Chagrin Falls, Ohio 
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Today It Ils Treatment 


Since the introduction of modern treatments for mental illnesses, sani- 
taria no longer properly belong in the class of custodial institutions. They 
should be, instead, centers of active medical treatment. 


In Keeping abreast with the progress in the neuropsychiatric field, the 
KENILWORTH SANITARIUM has been among the first to adopt each of 
the modern methods of treatment for all types of nervous and mental 
illnesses. 

So that today, the attending physician is offered here, facilities for use 
of the various modern treatments, accepted to date, with the full assur- 
ance of cooperation from an adequately experienced personnel. 


ADDRESS OR TELEPHONE, DIRECTOR, 


Kenilworth Sanitarium 


KENILWORTH, ILLINOIS 
Telephone Wilmette 351 and 1662 


| MEDICAL STAFF 
RESIDENT STAFF CONSULTANT STAFF 

EDWARD J. KELLEBER, M.D. THOMAS L. FENTRESS, M.D. 
Director HARBY R. HOFFMAN, M.D. 
RICHARD D. HUFF, M.D. SAMUEL H. ERAINES, M.D. 

WILLIAM J. NOLAN, M.D. 
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